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|. Introduction

This report presents information on the activities accomplished by Africare/Senegd for the
first year (Octoberl, 2003- September 30, 2004) of implementing the Tambacounda Heelth
Start Project (THSP). With agrant from the United States Agency for Internationa
Development (USAID), in the standard category, Africareis currently implementing THSPin
the didtricts of Tambacounda and Koumpentoum in Southeastern Senegd serving atotal
population of 45,556 women of reproductive age and 40,995 children under five. The THSP
seeks to 1) strengthen community-based hedlth care services and information; 2) raise the
quality of service delivery by developing life-saving skills and knowledge to manage
complications during pregnancy, delivery, postpartum, and the first year of the child'slife; 3)
increase awareness of key hedth behaviors by building the capacity of CHWs and hedth
committee members, 4) mobilize families to better prepare for and manage pregnancy,
delivery, and newborn and infant care.

The god of the THSP is to decrease the morbidity and mortdity rates of pregnant women and
children under one year of age in the Tambacounda Region by improving community based
hedth care sarvices, increesng community access to hedth information, and drengthening
community linkages with the hedth care system. The THSP has five objectives:
1) Increase the access to, demand for, and use of quaity materna and child hedth
sarvices, including emergency care;
2) Improve case management of maaria for pregnant women and children under five at
the community and hedth post leves
3) Improve nutrition of pregnant women and newborns, induding promoting vitamin A
supplementation and the practice of exclusve breastfeeding;
4) Improve diarrhea recognition and management at community and household levels,
5) Improve the capacity of local partners to plan, implement, monitor and evaluate child
aurvivd interventions a the community and didrict levels, with an emphass on
capacity in materna and newborn hedth, maaria, nutrition, and diarrhea.

The primary interventions and levels of effort for the THSP are divided asfollows: Materna
and Child Hedlth — 50%; Nuitritiorn/Exclusive Breastfeeding — 20%; Maaria— 20%; and
Diarrhea— 10%.

Main activities and accomplishments of the program during the reporting period include: (i)
Signing amemorandum of understanding with the Didtricts; (ii) conducting the basdine KPC
Survey and Hedth Facility Assessment (iii) writing the Detailed Implementation Plan (DIP)
and its presentation to USAID and communities for review; (iv) recruitment and posting of
Program Coordinator and supporting field officers; (v) receipt of two matching grants for
complementary program activities in nutrition; (vi) strong engagement of loca stakeholders
in the design of the project and its implementation.

. Main Accomplishments of the Program

A. Basdline KPC and Health Facility Assessment Conducted
Prior to implementing project activities, Africare conducted a basdline Knowledge Practices
and Coverage Survey to gain amore detailed understanding of the hedlth status of women

and children in the Tambacounda region. This baseline assessment dlowed the program to
understand the greatest areas of need, leading the addition of one more intervention, namely,



control of diarrhed disease (CDD). This additional 10% level of effort was met with a
corresponding decrease in the leve of effort for maaria. This was made possible because of
changes in the nationa policy regarding community based digtribution of anti-maarids and
was further justified because diarrhea was the second leading cause of death, morbidity and
hospita vigtsin children under five in the didrict. Since this addition, Africare has
incorporated this new intervention into the Detalled Implementation Plan with corresponding
activitiesand indicators. The revised Detalled Implementation Plan in found in Annex 1.

The Hedth Facility Assessment was conducted using 31 facilitiesin the digtrict. The
findings allowed the Africare team to uncover weaknesses aswell as areas of collaboration
with the Didrict. Whilein year 1, certain activities were planned including training of the
hedlth care workers, by the time the project was well under way, the Digtrict had aready
taken the initiative to conduct certain of these trainings. Out of seventy digtrict personnd, the
Didtrict has dready trained 64 in basic emergency obstetric care. In addition, the Digtrict will
train the same hedth workers in the new maaria trestment policies. However, thereis dill a
need to train lower level support staff working at the hedlth facilities. In addition, the project
isgtill working with the Didtrict to enhance its Hedth Management Information System
through the indlusion of the private hedlth facilities. With the creation of the new Didtrict of
Koumpentoum within the origind project area, the project staff has planned working
mestings with the didrict staff to ensure integration of the data

Project staff adso conducted an assessment of community-based organizations in the project
area. Africare surveyed 19 CBOs out of 160 throughout the district. Africare worked with
many of the CBOs in two previous programs. the Agricultural, Health and Enterprise
Development (AHED) funded by USDA and the poverty dleviation program funded by the
African Development Bank. These groups, most of whom are part of the powerful Fédération
des Groupements Féminins have been active in locd initiatives including hedth, micro-
enterprise, and community development. They have good management structures and

financid reporting mechanisms and will be indrumentd in the implementation of the THSP.

B. Writing the Detailed | mplementation Plan

After conducting the above mentioned basdline assessments, the project staff wrote the
Detailed Implementation Plan which was presented to both USAID and stakeholdersin the
Spring of 2004. Based on comments received at both the CSHGP Mini University and the
project stakeholders, the DIP was revised to include a CDD component. After meeting with
the USAID CTO, additiondl changes were made to the DIP, which Africare is submitting as
an atachment to the annud report.

C. Recruitment and Posting of Program Coordinator and Project Staff in
Tambacounda

Since July 2004, | project staff have been recruited. Due to the remoteness of Tambacounda
and itsisolation, Africare experienced difficulty in recruiting qudified staff to implement the
project. The recruitment process was delayed by negotiations with potential candidates who
eventudly turned down Africare' s extended offers. Africare was able to recruit a staff

member from Africare’ s office in Tanzania to manage the program. Ms. Akim comesto the
THSP with extensive experience in project management and community development. She
has carried out community based research, facility-based studies and has supervised the
training of hedth care workers and community hedth workers. Ms. Akim was hired in July



2004 and the rest of the team membersimmediately thereafter. The placement of these staff
in the Tambacounda project office has facilitated project activities Snce then.

In August 2004, Africare organized an orientation workshop for THSP new staff members.
The god of the workshop was to inform them on the objectives and activities that will be
carried out by THSP. As part of its contribution to the matching grant, Africare has provided
two vehicles (aToyota Land cruiser Hardtop and a Suzuki Vitara) and four Honda 125 XL
motorcycles. Africare has aso contributed four desktop computers with printersto the
program and will contribute alarge photocopying machine in the near future.

D. Collaboration with the District Health Officials

Africare sgned in 2002 an MOU with the hedlth digtrict of Tambacoundato lay the
foundation for a future collaboration in our hedlth activities. This MOU emphasized the role
and respongbilities of each party regarding training, supervison and coordination. In the
framework of implementing THSP activities, it has been decided that a new clause would be
agreed upon to include them. Moreover, Africareis currently negotiating an MOU with the
new hedth digtrict of Koumpentoum.

Tambacounda and now Koumpentoum didricts are the first strategic partners of Africarein
the implementation of THSP. During the program’ sfirst year, our collaboration was more
aticulated in the following activities:

Regiond and Didtrict Hedth Teams participated in basdline surveys (Regiona
EPI Officer; Regiond Supervisor of Primary Hedlth Care; Assstant Didtrict
Medica Officer; Health Education Officer; EPI Officer for the Didtrict).

Joint Review of the detailed implementation plan and refining of project goas
and objectives

Mestings with Didrict Officids regarding the adminigrative changesin the
digtrict and the addition of another district, Koumpentoum.

Coordinating with the digtricts on the annua training plan, and working with
each didtrict to incorporate training activitiesinto the operationd plans.

The newly formed THSP Technicd Review Committee includes members of
both Didrict Health Teams and the Regiona Medical Team and other key
Didtrict and regiona level partners.

The THSP team d <0 participated in the Regiona Planning Workshop of the
Nationd Maaria Control Program, and contributed to the development of
annua work plansfor the two hedth digtricts.

The program provided support to the Hedth Digtricts during the recently held
Nationa Polio Vaccination Days.

E. Creation of a Technical Review Committee (TRC)

As pat of the progran's drategy of strengthening collaborating with regiond leve partners
and to facilitate program implementation and phase out, THSP has crested a Technica
Review Committee (TRC). The purpose of the TRC is to function as an advisory body that
ensures consensus on the technical aspects of the project; vaidates the tools selected for use
and assures quality of services offered.

The Committee is made up of the following partners:



Chief Medica Officer, Digrict of Tambacounda
Chief Medicd Officer, Didrict of Koumpemtoum
Director of the Regiond Training Center

Senior Midwife, Digtrict Tambacounda

Senior Midwife Region of Tambacounda

Hedth Education Officer Didrict of Tambacounda
Coordinator Africare PARINS project

|[EC/BCC Specidig THSP

Materna and child Heath Advisor THSP
Program Coordinator THSP

The TRC is jointly chaired by the Program Coordinator and the two Digrict Chief Medica
Officers, and has agreed to meet a least once every quarter in the fird year, as wdl as
whenever it is required to review training or IEC/BCC materiads. Members agreed during the
fird meeting to divide into two groups, one to review intervention related materias, the other
to review communications materids. The fird working sesson of the Committee will be on
November the 8th 2004, when materna and Child hedth training and IEC materiads will be
under review.

Other functions of the TRC will beto:

- Prepare post supervison toals,

- Determine the method and sdection criteria for choosng TBAs and CHWSs to
work with;

- Vdidate the Community HIS proposed by the program team;

- Vdidae or adapt IEC/BCC supports for CHWs and TBAs in the context of the
socioculturd redlities of Tambacounda;

- Discuss and propose  solutions for technicd  problems identified during
supervison to improve the qudity of service offered by implementers,

- Propose mechanisms to establish partnerships between the community and hedth
services.

F. ldentification and evaluation of community based organizations

Africare Senegd has deveoped a tool to evduate CBOs with which we usudly collaborate in
implementing our programs. This tool, called ERO Evaluation Rapide des Organisations), is
administered to each organization to evauate its organizational capacity (dructure, mode of
functioning, partnership experience, management capacities and members leve of training).
After adminigering the questionnaire to dl CBOs targeted by the program, a classficaion
occurs based on the grade given. Thus, it enables us to classify them according to:

- Non-gructured organizations

- Farly-gructured organizations

- Wadl-dructured organizations

In the case many organizations are sdlected in our area of intervention, the one that is the best
dructured is sdected. This sdection is done by our Community Based Intervention
Supervisors (CBIS), who have been trained in the use of this tool. This activity that started in
December will be finished in mid-November and dl patner CBOs will be identified, with
their strengths and weaknesses. The CBOs sdected will provide Community Hedth Workers,
other community actors and help to form care groups.



G. DIP Restitution

The DIP was redtituted to our partners in October 2004 including those of the new Didtrict,
Koumpentoum. This was the occason to present the revised DIP content to al actors and
partners, many of whom had taken part in the DIP workshop. This meeting aso enabled the
program to discuss the cregtion of a steering committee. Also, dl the partners were able to
review and vdidate dl the activities plaoned by THSP and provide a number of
recommendations.

H. Collaboration with Local Partners

Africare has aso been able to dlicit wide and sustained stakeholder participation during the
firs year of implementation. Africare has been established in the program zone since 1999
and is one of the few internationa development organizations thet are active there. Over the
past five years we have worked with severd different donors to implement a series of multi-
sector projects with the THSP beneficiary population. Africare s familiarity with the local
actors and the culture of the program area facilitated participation during the DIP process.
The DIP workshops were very animated and stakeholders had a large amount of input into
the find plan. As aresult, the stakeholders are today fully cognizant and supportive of the
project’ s objectives.

Severa potentials partners were identified by the THSP. These partners include:
Locd collectivities (rurd and municipa councils)
Governmental Services:
1. Family and nationa solidarity departmenta services (GOS)
2. Rura expangon centers (GOS)
3. Youth departmental center (GOS)
Federation of Women's Groups
1. Federaion of women's promotion groups
2. Federation of women’s promotion
3. Association of eected women (Counselors)

During the first year, these partners collaborated on the following activities

Provide list of CBOsin Tambacounda adminigrative district

Basdine surveys

Joint Review of the detailed implementation plan and refining of project gods
and objectives

DIP regtitution workshop

More recently the THSP team (Project Coordinator Ikupa Akim, MCH Advisor Kany Sdll
Diop, Supervisor Kandara Seck, and Supervisor Amadou Lamin Didlo) have visted dl four
arrondissements of the Tambacounda department and met with the Sub- Prefects, Heads of
Hedlth Posts and Heads of CERP (Centre D'éxpansion Rurale) in Koussanar, Koumpentoum,
Makaand Missirah. The team presented a brief summary of the project objectives, areas of
intervention and operation, and proposed plan of action. In turn the digtrict teams gave brief
feedback on how they saw the project fitting in with their development activities and dso
requested assstance in areas of particular need. These meetings, as well as meetings with the
Prefect of Tambacounda, Regional Medical Officer, and Didrict Medical Officers, have



paved the way for a smooth entry of project staff into communities. Project Staff members
have held severd mesetings with women'’s groups in Tambacounda Commune and the
Missirah Arrondissement to discuss collaboration, selection of CHWSs and formation of care
groups. These meetings will continue over the next few weeksin the other target aress.

During the DIP restitution workshop, the prefect of Tambacounda emphasized that this
was the firg time an NGO implementing a project in the department of Tambacounda had
taken the time to present its detailed work plan to such awide representation of  GOS,
community and NGO partners. Thiswas dso the first time that stakeholders were given
the opportunity to comment on and provide input to the plan. The proposed Steering
Committee also met with widespread gpprova at the workshop.

I. Recept of Matching Fundsto Complement THSP

Another accomplishment has been Africare’ s ability to attract matching funds to support
program objectives. During the first program year, Africare received a two-year matching
grant for child nutrition activities in the community of Tambacounda from the Government of
Senegd and the World Bank. These activities have begun and are providing additiona
support to THSP. This year, Africare o received a grant from the Japanese Internationd
Cooperation Agency (JCA) for the construction and equipment of six hedth hutsin the
program zone. The hedth huts were inaugurated in June and are fully functiond in support of
the THSP program.



J. Progress Towards Achieving Objectives

PROGRAM
OBJECTIVESACTIVITIES

ON TARGET

COMMENTS

Objective 1: Increase the access to, demand for, and use of quality maternal and child health services,

including emergency care.

Meet with women's groups to
organize maternal care groups

Yes

Due to incomplete data related to villages,
THSP has started re-censoring the villages to
help with selection, mesting with rurd
community leaders, village leaders, women
groups and having discussons on formation
of these groups.

The formation of Care Groupswill thusbe a
gradud process, involving severd discussons
with different actorsin the village. 1t will dso
very much depend on the availability of
women because of the rainy season (May-
August)

Activity is planned to sart in December 2004

Develop contribution system for
maternal care groups

Yes

Once care groups are formed, this activity
will be thefird to be implemented

Activity is planned to start in December 2004
and be phased in over the next year.

Implement IEC/BCC activities
(theater, group discussions)

Yes

Activity will gart in January 2005; The
procurement of the IEC Materid isin process.
Africare dready met with BASICS and made
formal request for IEC materidd (MNH,
maarig, nutrition, CDD), which will be
delivered before the end of November. These
|EC materials were developed on a consensus
basis following a process during which

10



PROGRAM ON TARGET COMMENTS
OBJECTIVESACTIVITIES

severa organizations contributed including

Africare Senegal.

Train 12 trainersin reproductive Yes Activity will start in November 2004.

hedth, family planning, IEC/BCC Modulesincluding data collection tools arein
process of being findized by the Technica
Review Committee set up by THSP.

Train 400 CHWs in reproductive Yes Aninitid 150 CHWswill betrained. The 12

hedth, family planning, IEC/BCC trainers salected from the 2 digtricts will
fadlitate training.
The baance of 250 CHWswill betrained in
the 3% yr of the program

Train 12 trainersin life saving ills No Due to time condraints, this activity was not

accomplished. The TRC will evduate this
activity during its next meeting and make
recommendations on its feagbility.

Train 200 TBAsin saving life kills Yes In the upcoming year 100 TBAs will be
trained in SLS (February-March 2005). This
training will be directly fecilitated by the
Coordinators of RH of the 2 district

Organize exchange vist to Kebemer No Due to incompetible schedules and time

(MCH pilot gite) for district and condraints, the project staff has been unable

program staff to conduct this activity. Theteam plansto
conduct this activity before the end of quarter
two of year 2.

Organize exchange vist to Yes Thisexchange vigt isre- scheduled for

CCF/CANAH CS program for December 2004

digtrict, program staff and CBOs

Objective 2: Improve case management of malaria for pregnant women and children under five at the
community and health post levels.

Train 12 trainersin malaria case | | Indudein the C-IMCI

11



PROGRAM ON TARGET COMMENTS
OBJECTIVESACTIVITIES

management, danger sgns ad care Yes

seeking.

Train 400 CHWsin maariacase Yes! Includein the C-IMCI

management, danger Signs and care

seeking.

Train 12 trainersin C-IMCI Yes Malaria case management, CDD and nutrition
areincdluded in the IMCI training planned for
November — December 2004

Train 150 CHWsin C-IMCI Yes Malaria case management, CDD and nutrition

are included in the IMCI training planned for
November — December 2004

Objective 3: Improve nutrition of pregnant women and newborns, including vitamin A supplementation
and the practice of exclusive breastfeeding.

Organize community level growth

Rilot child nutrition activities under matching

monitoring activities at pilot Stes Yes grant operationd in the community of
Tambacounda have started.

Improve the capacity of local GOS has recently divided project zone into

partners to plan, implement, monitor two separate hedlth districts, appointed new

and evduate child surviva Didrict Hedth Officers. GOS plans to

interventions at the community and Yes establish adidrict hedth team and to

didrict levels with an emphasison congtruct a headlth center in the new digtrict of

capacity in maternd and newborn Koumpentoum.

hedth, maaria, nutrition, and

breastfeading

Advocate for change in protocol Yes Activity planned to gart in January 2005

enabling CHWSsto betrained in

vaccindion techniques

Organize facility based growth Yes Activity planed to start in May 2005, once

monitoring activitiesin 27 fadilities

CHW, TBAS, CHAs are trained and

S o e vocnl o
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PROGRAM
OBJECTIVESACTIVITIES

ON TARGET

COMMENTS

supervisonisregular.

Objective4: Improve diarrhea recognition and management at community and household levels.

CBD of ORS Asof January 2005 | Planned once CHWs are trained in 150
villages

Make IEC/BCC home vigtsto Asof January 2005 | See comment above

mothers and caregivers

Undertake IEC/BCC activitieson Asof January 2005 | See comment above

diarrhea

Procure and make ORS available Asof January 2005 | See comment above

within care groups

Inform care groups on ORS use Asof January 2005

Re-activate groups responsible for As of January 2005

cleanliness within communitiesto

improve hygiene and sanitation

Supervise IEC/BCC activities and As of January 2005

CBD

Train 12 trainersin C-IMCI November 2004

Train 150 CHWsin C-IMCI

As of November 2004

Conduct a operationd research on
the Zinc supplementation

Discussons hdd with JCA. Thisactivity will
most likely begin in the 4™ quarter of year 2.

Objective 5. Improve the capacity of local partnersto plan, implement, monitor and evaluate child
survival interventions at the community and district levels with an emphasis mater nal and neo-natal
health, malaria, nutrition, breastfeeding and diarr hea.

Organize monthly mestings between Yes Activity will gart in march 2005

the 27 Hedlth Posts and the 400

CHWSs

Organize quarterly steering Yes First meeting will be held on January 2005

13



PROGRAM ON TARGET COMMENTS
OBJECTIVESACTIVITIES

committee mestings

Cregte atechnica committee at Yes Thistechnica committee is composed of 9
digtrict leve to assst program in the persons from the 2 didtricts, program advisers
design of training module and et Africare gtaff.

vdidate |IEC materids et HIS




K. Project Phase Out Plan

THSP is a capacity building program designed to mobilize and give a shared responsibility to
communities, loca and adminigrative authorities, and heath personnd. It ams to accompany
the pregnant woman and infants through targeted information, counseling and basic hedlth
services and training,

Thisinitiative will Srengthen communities by improving available hedth services, increasing
awareness and individual/collective behavior change, and facilitating economic opportunities.
Its relevance resides in the future capacities of communities to manage in asustainable
manner activitiesimplemented during the life of the program. Thus the long-term objective to
empower communities to take charge of al aspects related to their health and nutritiond
datus (especidly for mothers/children), from the availability of basic hedth services at the
villagelneighborhood leve to appropriate referra to ahigher-levd hedth faaility.

THSP isbased on principles of sdf-sufficiency and community participation. It is desgned to
maximize the sustainability of each intervention after the life of the project. The population
aswell asthe different loca community organizations (women's groups, collectivities,
technical and sanitation services, etc.) will be involved in the program’ s execution, its
monitoring, and in Africare’ s progressive close-out (Program design, KPC, DIP).

Many factors in the program’s design will increase these sustainability chances. Moreover,
certain key dementsin its conception will guarantee a the end the transfer of skillsto the
population, loca collectivities as well as hedth personnd. These elements and factors are:

1. The community, the population, leeders (opinion and religious) and locally eected
officas have and continue to play akey rolein the discussions and the initia
evduation of prioritiesin nutrition and hedth. Thus, they fed ownership toward a
program aiming at satisfying needs that they themsdves identified, whereupon a
natural motivation emerges to execute the program.

2. Women's promotion groups are aready established in the areas of interventions and
conditute a framework to express interests that pertain to the program’s primary
target. These groups, which are usudly led by dynamic individuds, have a strong
influence in the community and will contribute to cresting the conditions for the
efficent managemert of community hedth services.

3. Women's promotion groups, management committees and the other committees, who
are eected democraticaly, will play akey rolein mobilizing resources for the
program, caring for the community staff and procuring the initial stock of medication
(iron, vitamin A and insecticide treated nets). These groups desreto invest in hedth
interventions will be reinforced when the benefits and advantages of improving
materna health and primary care become clear for the communities.

4. The program’s sustainability will be eased by the reasonable cost of dl input. The
community will be able to buy products and medication at low cost such asiron,
ORS, etc. In each neighborhood, nutrition committees will continue to bear the cost of
al medication that will be cheap.

15



5. The program will be linked to other activities that Africare undertakesin the
Tambacounda region in keeping with our strategy of integrated development. This
will enable the creation of a bridge between education and hedlth, income generating
activities and functiond literacy. Credit will be introduced to strengthen the
functioning of care groups.

6. The paticipation of loca collectivities (rura and municipa councils), the didtrict
health team, the infirmier chef de poste (head nurse), the Préfet, and other
departmenta services will contribute to the sustainability because of the support and
popularity they have in their various areas. The program will help expand BCC
activitiesin villages and neighborhoods for many CHWs who will train othersin their
communities. At the same time, it will enable through community mohbilization to
Spur supervison of community-based interventions.

7. The program has been designed to eadly integrate current hedlth structures. Asa
result, the planned interventions will contribute to improve currently offered services
by emphasizing decentrdization. Thus, the program’s mechanism will essly be added
to those of the didtrict, paving the way for sustainability.

8. The program adheresto national and regiond dynamics with asrong politica will to
fight infant and maternd mortality, and will become part and parcd of the important
efforts undertaken by the Government of Senegal. This program will therefore be
reinforced by nationa and regiona campaigns. The messages that will be ddivered
will serveto support al on-going effortsin the didtricts of Tambacounda and
Koumpentoum.

9. Thetraining provided to the various actors will strengthen their management and
organizationa capacities, and therefore have a durable impact for the direct
beneficiaries.

10. The addition of resources to accompany the program with income generating
activities will be adetermining factor in the financid sugtainability of interventions.
In fact, in addition to the credit granted by the program to initiate income- generating
activities, women's groups are aready involved in other initiatives based on past
credit or savings. All these resources will help to quickly congtitute solidarity funds
for the care groups.

Based on dl these various aspects, it was decided during the DIP regtitution meeting to hold a
number of meetings with the partners (digtricts, local collectivities, federation of women's
groups, and adminidrative authorities) to findize dl dements rdated to the technica phase
out.

Since 1996 the GOS has decentradized many of the respongbilities to the locdl rurd and
municipa councils, induding hedth care ddivery. Thisimpliesthat it isthe localy dected
officids regponghility to plan and assure the hedth of the population. Thus, certain activities
that will be initiated with THSP will be progressively transferred to locd collectivities for
funding and planning in their local development plans. As a consequence, the dected

officas have to be more aware of the role they play in the population’s hedth. THSP plans
to use a communication strategy to provide advocacy on implications of decentrdization laws
in the hedlth realm. From these meetings with the partners and the complementary surveys, a

16



sugtainability plan will be designed emphasizing the objectives, the activities to be held and
theindicators. This plan will incorporate a phase out plan that should dlow one year before
the end of the project to plan activities to be transferred and the organization of the activities
with the different partners. These plans will be finalized during the first quarter of THSP's
second year.

[11.  Congraintsand Opportunities

Condraint: A limiting factor during the first project year concerned Africare s difficulty in
recruiting an expatriate project coordinator to live and work in the Tambacounda region.
Africare interviewed a number of viable candidates and even offered the job to severa
applicants (who turned it down) before recruiting the present coordinator in June 2004. This
active search lagted for nine months and consumed much time and effort both at Africare
Washington and Africare Senegal. Until the coordinator was recruited, Africare Senegd
could not hire the rest of the program team.

Actionstaken to resolve constraint: While recruiting the program coordinator, Africare
turned the management of the THSP over to the hedth program staff at the Dakar office
(Hedlth Program Manager Dr. Mor Ngom, BCC Specidist Saboye Diagne, Progran Manager
Gorgui Sene Didlo, Junior Program Manager Ousseynou Samb), making them fully
respongible for the implementation of the program during itsfirst nine months.

The Dakar health program team has been involved with the THSP since the pre-proposal
stage and the program gaff is thoroughly familiar with the requirements and guiddines of the
program. The beginning of the project aso coincided with the arriva of anew Africare
Country Representative (Jm Dean) who for the two previous years had managed a mgjor
USAID-funded MCH project in Liberiaand had most recently closed out Africare sCSPin
Ghana. During this period, the Dakar team was supported by staff from the hedlth unit at
Africare headquarters and team of localy recruited consultants. The Dakar team spert many
weeks in Tambacounda doing the groundwork for the DIP. The Health Program Manager
from Africare Washington's Hedlth and HIV/AIDS Unit (Kendra Blackett- Dibinga) dso
gpent several weeks in Tambacounda during the DIP preparation process.

Africare Washington recruited the expatriate program coordinator (Ikupa Akim) in July and
fielded her in Augugt. Africare Senegd then hired the rest of the program team in July and
fielded the team membersin August. The early program management system (relying heavily
on Dakar-based personndl) has now been replaced by the system that is described in section
VIl below. The new system is presently fully operationd in the field and the entire program
team isat work.

Congraint: After the KPC and prior to the first DIP workshop, the District Medica Officer
(DMO) addressed aletter to Africare requesting the use of a project vehicle and other
materid inputs for the district health office. The DMO' s position was that since the program
was to be implemented through the district hedlth office, that office should benefit from
program resources. As thisletter was also copied to the Prefet of Tambacounda, THSP staff
has been unable until recently, to get the adminigtrative go ahead to work with heglth staff or
other community level personnd.

Actions taken to resolve congtraint: Despite the DMO's participation in the preparation of
the program proposa and the KPC, it was obvious that communication concerning the




program’s management system and its implementation strategy has not been sufficiently

clear. The Country Representative met with the DM O and his adminitrative superior, the
préfet of the department of Tambacounda, to review the roles and respongbilities of each
partner in the implementation of the program. He explained that THSP was essentidly a
capacity building project and could not underwrite the operationd costs of the district

medicd office. However, Africare is actively seeking matching grants that will provide
additiona resourcesto the district medica offices (Tambacounda and Koumpentoum). These
matching funds will facilitate supervisory visits, outreach activities, and help to resolve
trangportation congtraints during obstetric emergencies. He aso proposed holding the DIP
redtitution with al partners to share the work plan and activities that had been retained.

Condraint: In July, the GOS made the decison to divide the program’s zone of intervention
into separate hedth districts. While aDMO has been gppointed for the new hedlth didtrict of
K oupentoum, the office dtill lacks staff, office gpace, and vehicles. At the same time, the
Tambacounda DMO was reassigned to head up the Nationa Tuberculosis Program. The new
DMO for Tambacounda has been appointed but has not yet begun his tour of duty.

Actionstaken to resolve constraint: The Country Representative and the Program
Coordinator met with the MOH'’ s Director of Hedlth to obtain further information concerning
the MOH’ s plans to organize the new hedlth digtrict. The Program Coordinator is aready
working with both of the new DMOs, and they both participated in the DIP retitution in
Octaober.

Opportunities: The establishment of the THSP has provided a framework for investment by
other donorsin maternal and child hedlth activities in the Tambacounda region. Africare has
held severd discussons with UNICEF and JICA regarding possible collaborations with the
THSP. The Japanese seem interested in funding operations research for zinc supplementation
for CDD. This operations research might eventualy lead to an MOH protocol regarding zinc
and the integration of zinc supplementation into Senegd’s CDD drategy.

IV.  Areasof technical assistance required
Africare will require technical assistance on the THSP program in the following aress
0 LQASfor the mid-term evauation
o0 Capacity building in CSSA

V. Changes from the program description and DIP that will requirea
modification to the Cooper ative Agreement

Thusfar there are no changes that would require amodification to the cooperative
agreement.

VI.  IssuesRaised during the DIP Review

A. Inclusion of CDD asa Separ ate | ntervention with itsown Activitiesand
Indicators

This was addressed above.
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B. Formative Resear ch to be Conducted Regarding the Transport of Women

with Obstetric Emergencies

The Africare team has been collaborating with the local women's groups to talk of thisissue
and come up with a contribution scheme to ensure that women have timely accessto
trangport in the case of obstetric emergencies. Discussions held so far have emphasized the
importance of identifying at risk pregnancies early, and then organizing trangportation at the
ready for the woman or ensuring that sheis brought closer to the service early enough. This
means having the pregnant woman and her companion her travel out aweek or two before
her due date to Tambacounda or Koumpentoum. The program will then work with the district
to provide outreach consultations by midwives during regular supervison vists. In thisway
midwives would then be able to identify the at risk pregnancies in good time. Chariot
ambulances will be used for emergency cases that occur during home or hedlth hut delivery.
The care groups will provide funds for transportation and accommodation. The program will
work to promote the formation of Care Groups around a development or income generating
such as goat keeping. During recent visits to some proposed target villages, the program team
learned that Womens Groups were Sponsoring “one woman, one goat” projectsin the
Koussanar Arrondissement.

C. TBA Involvement in the Program Based on Discussons with Community Partners

The CNSR (Nationd Service for Reproductive Health) has decreed that only qualified
personnel (i.e. Doctor, Midwife or aNurse) can assist abirth. In Tambacoundathereisa
shortage of qudified personnd: only 4 doctors, 7 midwifes and 30 nurses serve both hedlth
digricts. Thisisamgor congdraint to the reduction of maternd mortdity. The redity isthat
trained TBAs do assst in uncomplicated births. The program will provide the TBAswith
training on danger signs, importance of ANC, importance of adherence to supplementation
and preventive trestment during pregnancy, and postpartum care. TBAs will identify
pregnant women, follow-up them up in care groups, ensure that women are they are taking
their medication. TBAswill dso assst in uncomplicated births, and will be trained on to
detect danger Signs that necessitate immediate evacuation. After birth, the TBAs role will be
to follow-up the mother and infant for the first 42 days after the birth. They will dso be
equipped to recognize danger Sgns and refer the mother and child immediately should they
perceive a problem. They will also promote exclusive breastfeeding, good weaning practices,
nutrition of the pregnant woman and use of ITNs by pregnant women and infants.

D. Iron and Vitamin A Distribution

Within the context of THSP, the project will procure iron folate for community-based
digtribution. Iron tablets will be available through the maternd care groups and with the
community health workers to improve the nutritiond status of pregnant women in the project
area. Community health workers and TBAswill dso be trained on the importance of iron
supplementation for pregnant women and will be responsible for sendtizing communitieson
itsuse.

Iron digtribution essentidly targets pregnant women. It is advised that pregnant women go to
hedlth structures for prenatal care at least 4 times during their pregnancy. The prenatd careis
composed of awhole package of consultations, the supervised intake of SP by a hedth agent
twice during pregnancy for IPT, iron for the duration of the pregnancy up to two months after
delivery. SPisfreefor pregnant women attending the health structure whileiron is not and

19



can be purchased in any hedth structure. To make the medications available to women in our
area of interventions, TBAs and CHWswill sdll them at a cost to be determined in
conaultation with the locd village hedth committees.

Vitamin A digtribution targets children aged 6 to 59 months and breastfeeding mothers.
Vitamin A is currently part of the nationa protocol for the country’sEPI. The Hedlth
Facility Assessment uncovered anumber of bottlenecks for theinclusion of Vitamin A during
the advanced dtrategies. Our report indicates that in many ingances, Vitamin A was not
given. However, in the context of THSP, the project will provide logistical support to the
Tambacounda and Koumpentoum Didtricts in the procurement of Vitamin A and through the
maternal care groups and the CHWs the project will help the digtrict hedlth team to ensure
that post- partum women and children under 5 are reached with Vitamin A supplementation
during the advanced strategies.

- For pregnant women

The vitamin (200,000 Ul) is recommended as early as possble in the 42 days following the
delivery. The TBAs will ensure digtribution to those giving birth. This is the case of a routine
adminigtration.

- For children

The adminidration of vitamin A is done routindy ether during locd days of micronutrients
organized the MOH with the didtricts. In dl the cases, the didribution is ensured by CHWSs or
volunteers recruited for the occason (usudly once every semester in June or December). The
intake is recorded on growth monitoring cards for each child.

The doses given ordly every 6 months are 100,000 Ul for children 6 to 11 months and
200,000 Ul for children 12 months and older.

Supply of these Iron and vitamin A is done & the digtrict leve (either a the digtrict pharmacy
or the hedlth post pharmecy that covers the area of intervention). The management of these
productsis ensured by committees that have been set up and are usualy made up of
community membersliving in the area. The committees are ether caled *Village Hedth
Committee’ for communities that have a hedlth hut, or ‘Nutrition and Health Committee’ for
aress that do not have ahedth hut. The program’s community heglth workers will liaise with
these committees for the regular and consstent supply of vitamin A and iron supplements a
the community leved. They will be integrd in the adminigtration of the community-based
disgtribution component of THSP.

E. Support of the Project Coordinator for THSP
Thisis discussed in more detail in the next section, Program Management.

VII. Program M anagement
A. Financial Management System
The program team, located &t the Africare Tambacounda office, develops amonthly lineitem

budget request for program activities that is then sent to Africare Dakar. The technica team
at Africare Dakar reviews the request and comparesit with the work plan. If the request is
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approved Africare Dakar transfers the requested amount form the THSP account in Dakar to
the program account in Tambacounda. The program coordinator in Tambacounda sgnsthe
checksin payment of al program goods and services.

The monthly project accounting is computerized and forwarded eectronicaly to the Dakar
office by the first week of the following month. Hard copies of al receipts and vouchers are
also sent. The Africare Dakar accounting office enters its program expenditures into the
monthly accounting and then prepares a monthly batch (hard copies) of dl program field
expenditures. That batch is sent to Africare Washington via DHL by the fifteenth of the
following month.

At Africare Washington, the Office of Finance reviews the vouchers, adds any headquarters
expenditures and enters the total monthly expenditures into the program’s generd ledger. On
amonthly basis, the Office of Finance reviews fund transfer requests, petty cash and

checking payments, petty cash and check disbursement vouchers, charges against expenditure
accounts and line item budgets, issuances of advances, and settlement of accounts receivable.
Program expenditures are thus tracked at three successive levels. againg the monthly activity
budget in Tambacounda, againg the overal field budget in Dakar and againgt the combined
fidld and headquarters budget in Washington.

Africare s Office of Management Services in Washington reviews program recording, the
management and use of program and office equipment and supplies, vehicle use, and
employee time and attendance records. Africare headquarters provides feedback and specific
guidance to the Country Representative and the Program Coordinator as aresult of these
reviews, to reinforce correct adminigtrative and management practices, and to advise and
assigt with any needed improvements.

B. Human Resour ces

Tambacounda: The Program Coordinator, Ms. Ikupa Akim islocated at Africare's
Tambacounda office. She is responsible for overdl program management in the field and the
supervison of therest of the team, indluding:
0 TheMaternad Hedth Advisor, Mme Kany Sall Diop has twenty years of experience as
anurse-midwife and a supervisor in the Tambacounda hedth didtrict.
0 TheBCC/IEC Advisor, Mr. Saboye Diagne has five years of experience designing
and implementing IEC/BCC drategies with Africare Senegdl.
0 Three supervisors, one of whom, Amadou Diawara, has three years of experience asa
supervisor for Africare Senegal in the Tambacounda hedth didtrict.

Africare has dso dedicated a 60 percent leve of effort for both the Tambacounda office
adminigtrator and the office secretary to the THSP.

Dakar: The Dakar team is headed by Country Representative Jm Dean, an anthropol ogist
with over twelve years of experience in managing mgor USAID development projects. The
rest of the team assisting THSP includes:
0 TheHedth Program Manager, Dr. Mor Ngom, a medica doctor with four years
experience managing hedth projects for Africare Senegd. Previoudy he had
worked for eight yearsasa DMO in various rura areas of Senegd.
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o0 Program Manager Gorgui Sene Didlo has ten years of experience backstopping
and managing projects for Africare Senegd. Mr. Didlo specidizesin project
monitoring and evauation and development project information systems.

0 Assgant Program Manager Ousseynou Samb is a graduate of Ohio University,
with amasters degreein Internationa Affairs. He has worked as a project
manager for Africare Senegd for three years.

Washington: Africare' s Francophone Regiona Office, located in Washington, D.C. provides
the primary operationa support to the program. One of Africare' s three Regiona Directors,
Mr. Myron Golden, runs this office with the ass stance of a four-member team. The Regiona
Officeis respongble for coordinating the technica and manageria inputs of the program.

In collaboration with the Dakar office, Africare s Health and HIV/AIDS Unit is the primary
source of technica support to the program. The Hedth Unit is a five-member technica team
of hedlth professonals that asssts the headquarters regiond offices by providing direct
technica support to projects and programs in the field. Mr. Charles De Bosg, the unit's
director, is a seasoned hedlth professona with many years of experience working in the
hedlth sector in Senegal. The THSP s designated Health Program Manager, Ms. Kendra
Blackett- Dibinga, has an MPH and has lived and worked in Senegd. She speaks fluent
French and Wolof. Africare HQ will work very closdly with the THSP team over the next
few yearsto provide technica guidance in areas identified by project staff. To date, the
Office of Hedlth and HIV/AIDS has had regular contact with the fidd office in the initid
implementation of project activities.

C. Communications System

Africareisin the process of ingaling aLAN at the Tambacounda office to link the
computers of the THSP staff. Since the telephone lines are frequently down in Tambacounda,
Africare hasissued cdl phonesto THSP gtaff. Africareis dso in the process of providing the
same high-speed Internet service that is presently installed at the Dakar office for more
effident e-mail communication. The PC in Tambacounda, the CR in Dakar, and the HPM in
Washington exchange frequent e-mails and talk on the phone on the severd times aweek.
The PC files aweekly progress report with the CR, who includes relevant news about the
program in hisweekly report to headquarters.

Interndly, the PC meets with her staff on aweekly basis ever Monday morning. The THSP
daff aso meet once every two weeks with the program staff of Africare Tambacounda s two
other hedlth projects. the PARINS Child Nutrition Project, financed by the World Bank, and
the Maka Community Hedth Project, financed by JICA. The PC aso meets on aweekly
basis with both DM Os (Tambacounda and Koupentoum). At least one member of the Dakar
team visits Tambacounda every two weeks, and the CR visgits once per month.

D. Team Development

The program’ s strategy for team development will place emphasis on each member
understanding the program globaly and being able to represent the program to partners. To
fogter this understanding, the THSP team will spend three days on ateam building exercise,
facilitated by an expert on organizationd development and capacity building. Topics
addressed during this exercise will include the importance of communication, planning and
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roles and respongbilities. In addition to this, participatory development of work plansfor dl
gaff, regular meetings and congtant feedback will provide staff members with many
opportunities to contribute and learn from the program.
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VIIl. Year 2Work Plan

Obj ectivet1: Increase access to, demand for, and use of qudity materna and child hedlth services.

Indicator #1: Percentage of women making at least three ANC visits. Benchmark: 33%. Target: 60% (KPC: BL, FE.LQAS: ME)
Indicator #2: Percentage of deliveries attended by skilled birth attendants. Benchmark: 45% Target: 60% (KPC: BL, FE. LQAS. ME)
Indicator #3: Percentage of newborns breastfed during the first hour after birth. Benchmark: 20% Target: 30% (KPC, LQAS)
Indicator #4: Percentage of women using aleast one modern method of contraception. Benchmark: 10% Target: 13% (KPC, LQAYS)

Major Activities | Activity Focus | Time Frame | Responsible | BenchmarksTargets |  StatusComment
Household
Didributeiron to A Starting March 2005 CHWs Iron available and accessble
pregnant women for pregnant women in at least
150 communities
Make IEC/BCC home | BC Starting January 2005 CHWs The 150 trained CHWs make
vigtsto pregnant the home vigts.
women
Community
Meset with women's A, BC December 2004 - Africare At least 150 groups are
groups to organize December 2005 CBOs condtituted
materna care groups
Develop contribution A December 2004 - Africare A contribution mechaniam
mechanisms for December 2005 CBO worksin each of the 150 care
maternal care groups group
Procureinitid stock of A December 2004 — Africare Iron and Vitamin A procured For the procurement of
iron and Vitamin A February 2005 CBO for 150 communities theinitid sock in
Management villageswhere thereiis
committees no functioning heelth
Populations hut, the community
will contribute to the
procurement of this
intial stock.
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Objectivetl: Increase access to, demand for, and use of quaity maternal and child hedlth services.

Indicator #1. Percentage of women making at least three ANC visits. Benchmark: 33%. Target: 60% (KPC: BL, FELQAS: ME)

Indicator #2: Percentage of deliveries attended by skilled birth attendants. Benchmark: 45% Target: 60% (KPC: BL, FE. LQAS. ME)
Indicator #3: Percentage of newborns breastfed during the first hour after birth. Benchmark: 20% Target: 30% (KPC, LQAYS)
Indicator #4. Percentage of women using aleast one modern method of contraception. Benchmark: 10% Target: 13% (KPC, LQAYS)

Major Activities Activity Focus TimeFrame Responsible Benchmarks/Targets Status’Comment
Procure hygiene kits A Starting August 2005 CBO Hygiene kits are avallable for
for safe and clean at least 150 care group
births
Procure birthing kits Q March — September Africare Birthing kits procured and Birthing kitswill be
for TBAs 2005 DHT distributed to at least 100 procured through
Unicef trained TBAS partnership with
JCA Unicef, the digtricts and
the Reproductive
Hedth Divison
Deveop referrd and A Q Starting June 2005 Africare Referral and Trangport systsem | Thissysem will be
transport system within DHT established and functioning implemented by
each community CBO within 150 communities studying the congraints
Collectivities in each village.
Population Mestings will be held
with loca authorities
and communities.
Implement IEC/BCC BC Starting January 2005 CHWSs At least 150 CHWsregularly A BCC plan, based on
activities (theeter, conducting IEC/BCC the upcoming
group discussions) activities as per activity log quditative surveys, is
being developed by
THSP
Conduct Operations A, Q December 2004 Africare OR conducted with ingght
Research on ddays and DHT into main delaysin seeking
relative importance care
Health Facility
Supervise TBAS Q Starting March 2005 ICP At least 100 TBAsare
regularly supervised
District
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Objectivetl: Increase access to, demand for, and use of quaity maternal and child hedlth services.

Indicator #1. Percentage of women making at least three ANC visits. Benchmark: 33%. Target: 60% (KPC: BL, FELQAS: ME)

Indicator #2: Percentage of deliveries attended by skilled birth attendants. Benchmark: 45% Target: 60% (KPC: BL, FE. LQAS. ME)

Indicator #3: Percentage of newborns breastfed during the first hour after birth. Benchmark: 20% Target: 30% (KPC, LQAYS)

Indicator #4. Percentage of women using aleast one modern method of contraception. Benchmark: 10% Target: 13% (KPC, LQAYS)

Major Activities Activity Focus TimeFrame Responsible Benchmarks/Targets Status’Comment
Tran 12 tranersin A November — December | Africare 12 trainerstrained in two THSP has crested a
reproductive hedth, 2004 Technicad digtricts technica design
family planning, committee committee to develop
IEC/BCC DHT training modules. This

RHT committee is made up
of 9 membersincluding
gaff from two districts,
regiond heslth team,
counsdors of THSP
and an Africare seff
member specidig in
nutrition and C-IMCI

Train 100 TBAsIn A Q February — March 2005 | Africare 100 TBAstrained in Life
sving life ills Technicdl Saving ills
committee
DHT
Train/Recycle 150 A Q December 2004 — Africare 150 CHWstrained
CHWSsin January 2005 Didrricts
communication
techniquesin
Reproductive hedth
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Objectivetl: Increase access to, demand for, and use of quaity maternal and child hedlth services.

Indicator #1. Percentage of women making at least three ANC visits. Benchmark: 33%. Target: 60% (KPC: BL, FELQAS: ME)

Indicator #2: Percentage of deliveries attended by skilled birth attendants. Benchmark: 45% Target: 60% (KPC: BL, FE. LQAS. ME)

Indicator #3: Percentage of newborns breastfed during the first hour after birth. Benchmark: 20% Target: 30% (KPC, LQAYS)

Indicator #4. Percentage of women using aleast one modern method of contraception. Benchmark: 10% Target: 13% (KPC, LQAYS)

Major Activities Activity Focus TimeFrame Responsible Benchmarks/Targets Status’Comment
Train/Recycle 6 hedth A, Q Starting April 2005 Didtricts 6 ICPtrained in EOC Only the 6 ICP that
agentsin prenata Africare have not been trained
consultation/ EOC are consdered
Train 50 counsglorsin CC Starting June 2005 Didricts 50 counselors trained for
counsding/FP Africare advocacy
Train 100 elected CC Starting June 2005 Didricts 100 eected officidstrained THSP will train locdly
officdasin RH Africare for advocacy elected officidsto
undertake advocacy
activitiesfor a better
implication of
authoritiesin enacting
budget with a strong
emphasison hedth
issues

Train 10 new ICP on A, Q May — June 2005 Didricts 10 ICP trained Only 10 ICP have not

the new contraceptive Africare been trained

technology and FP

Supervise TBAs & Q Starting March 2005 Didricts At least 100 TBAsare

CHWSs Africare regularly supervised
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Objectivet#2: Improve case management of maaria at the community and hedlth post levels

Indicator #1: Percentage of pregnant women with accessto IPT. Benchmark: 2% Target: 60% (KPC: BL, FE. LQAS. ME)

Indicator #2: Percentage of caregivers recognizing severe danger signs of maaria and seeking gppropriate care within 24 hours. Benchmark: 48%

Target: 60% (KPC: BL, FE. LQAS: ME)
Indicator #3: Percentage use of ITNs among pregnant women. Benchmark: 18% Target: 50% (KPC: BL, FE. LQAS: ME.)
Indicator #4. Percentage use of ITNs by children<2. Benchmark: 21% Target: 50% (KPC: BL, FE. LQAS. ME.)

Major Activities | Activity Focus | Time Frame | Responsible | BenchmarksTargets |  StatusComment
Household
Make IEC/BCC home | BC Starting January 2005 CHW IEC/BCC home vidits Based on BCC plan
vidgtsto mothersand organizein at least 150 developed by THSP
caregivers communities
Community
Create 20 unitsfor sde | A, Q April — September 2005 | Africare 20 units for re-treatment of
and treatment of ITNs CBOs bed nets created
Procureaninitid sock | A Starting April 2005 Africare Initial stock of ITNs procured
of ITNs CBO for CBD in at least 150
HMC communities
Egtablish revolving A March — December Africare Revolving funds for CBD
fundsfor CBD of 2005 CBOs created and functioning for a
ITNsin each CBO least 150 CBOs
Implement IEC/BCC BC Starting January 2005 CHWs CHWs regularly conducting Based on BCC plan
activities (theeter, Africare IEC/BCC activities as per developed by THSP
group discussions) activity log
Health Facility
Supervise IEC/BCC BC Starting March 2005 ICP At least 150 CHWs are
activities Africare regularly supervised
District
Tran12tranesinC- | Q,BC November — December | Didricts 12 trainerstrained in C-IMCI
IMCI 2004 Africare
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Objectivet#2: Improve case management of maaria at the community and hedlth post levels

Indicator #1: Percentage of pregnant women with accessto IPT. Benchmark: 2% Target: 60% (KPC: BL, FE. LQAS. ME)
Indicator #2: Percentage of caregivers recognizing severe danger signs of maaria and seeking gppropriate care within 24 hours. Benchmark: 48%
Target: 60% (KPC: BL, FE. LQAS: ME)
Indicator #3: Percentage use of ITNs among pregnant women. Benchmark: 18% Target: 50% (KPC: BL, FE. LQAS: ME.)
Indicator #4. Percentage use of ITNs by children<2. Benchmark: 21% Target: 50% (KPC: BL, FE. LQAS. ME.)

Major Activities Activity Focus TimeFrame Responsible Benchmarks/Targets Status’Comment
Train 150 CHWSsin Q,BC January — March 2005 Africare 150 CHWstrained in C-IMCI
C-IMCI Didrict
Train 60 CBO A Q May - duly 2005 Didricts 60 CBOs memberstrained in
membersin ITN ITN re-trestment techniques
retrestment
techniques
Organizean exchange | BC February 2005 Africare 50 TH targeted by the
workshop with 50 Didrict Hedlth exchange workshop
traditiona healerson Team
the treatment of
mdaria
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Obj ective#3: Improve nutrition of women and children, including Vitamin A supplementation and exclusive breastfesding.

Indicator #1: Percentage of mothers practicing exclusive breastfeeding for six months. Benchmark: 24% Target: 30% (KPC: BL, FE. LQAS.ME.)
Indicator #2: Percentage of mothers taking vitamin A forty-two days after deivery. Benchmark: 11% Target: 60% (KPC: BL, FE. LQAS. ME.)
Indicator #3: Percentage of children 6-23 months of age receiving vitamin A supplementation in the previous Sx months.

Benchmark: 40% Target: 80% (KPC: BL, FE. LQAS. ME.)

Indicator #4: Percentage of households using iodized sdts. Benchmark: 49%. Target: 70% (KPC, LQAS, ME, FE)

Household
Make IEC activitiesto | BC Starting March 2005 CHWs At least 150 CHWSs conducting
promote utilization of TBAs IEC/BCC activitiesregularly
iodized Atin Africare among the materna care
households groups
Make IEC activitiesto | BC Starting March 2005 CHWs At least 150 CHWs conducting
promote exclusve TBA IEC/BCC ativitiesregularly
breastfeeding Africare among the maternd care

groups

Community
Organize community BC Starting September Africare At least 1 Monthly
demongtrations of 2005 CBOs demondtration organize by
proper weaning food each of the 150 care groups
preparation hed
Assg women's A Starting March — Africare Micro-credit is accessible for
groupsin accessng December 2005 CBOs at least 150 women’s groups
micro-credit for
nutritiond activities
Organize community A, Q,BC Starting January 2005 CHWs Growth monitoring activities
leve for growth CBOs are organize on monthly bass
monitoring activities at Africare in at least 43 pilot communities
pilot Stes
Organize CBD of A Starting February 2005 | CHWs Vitamin A avalablein at lesst
Vitamin A Africare in 150 communities

Health Facility
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Obj ective#3: Improve nutrition of women and children, including Vitamin A supplementation and exclusive breastfesding.

Indicator #1. Percentage of mothers practicing exclusive breastfeeding for six months. Benchmark: 24% Target: 30% (KPC: BL, FE. LQAS.ME.)
Indicator #2: Percentage of mothers taking vitamin A forty-two days after deivery. Benchmark: 11% Target: 60% (KPC: BL, FE. LQAS: ME.)

Indicator #3: Percentage of children 6-23 months of age receiving vitamin A supplementation in the previous Sx months.
Benchmark: 40% Target: 80% (KPC: BL, FE. LQAS: ME.)
Indicator #4. Percentage of households using iodized sdts. Benchmark: 49%. Target: 70% (KPC, LQAS, ME, FE)

Organizefacility based | A Starting May 2005 ICP Growth monitoring regularly
growth monitoring Africare organize in 27 hedth fadilities
activitiesin 27 Didricts
fadlities
Supervise IEC/BCC Q Starting March 2005 ICP 150 CHWsand 100 TBAs
activities and growth regularly supervised
monitoring sessons
District
Train 12 tranersin C- Q,BC November — December | Didricts 12 trainerstrained in C-IMCI
IMCI 2004 Africare
Tran 150 CHWsIinC- | Q,BC January —March 2005 | Africare 150 CHWstrained in C-IMCI
IMCI Didrict
Advocate for a A, Q January 2005 Didtricts Policy changed authorizing All thisCHA are
protocol change Africare community heglth agents working in the hedth
alowing community (CHA) toimmunize fadilitiesand regularly
hedlth agentsto be as5g Hedth Agent in
trained in vaccination immunization
techniques
Train 30 community A, Q Depends on preview Didricts 30 CHA tranedin
hedth agentsin activity immunizetion techniques
vaccination techniques
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Obj ective#4: Improve home-based care of diarrhea

Indicator #1. Percentage of children aged 0-23 with diarrheaiin last two weeks who received ORS and/or recommended home fluids (RHF).
Benchmark: 52% Target: 65%

Indicator #2: Percentage of children aged 0-23 months with diarrheain the last two weeks who were offered more fluids during theillness.
Benchmark: 48% Target: 60%

I ndicator #3: Percentage of children aged 0-23 months with diarrheain the last two weeks who were offered the same amount or more foods during
theillness. Benchmark: 48% Target: 60%

Indicator #4. Percentage of children 0 — 23 months with diarrheain the last two weeks whose mothers sought outside advice or treatment for the
illness. Benchmark: 31% Target: 50%

Indicator #5: Percentage of mothers who usualy wash their hands with soap or ash before food preparation, before feeding children, after
defecation, and after attending to a child who has defecated. Benchmark: 7,3% Target: 50%

Major Activities |  Activity Focus | Time Frame | Responsible |  BenchmarksTargets |  StatusComment
Household
CBD of ORS A, Q Starting March 2005 CHWs ORS available and ble
Africare in at least 150 communities
Make IEC/BCC BC Sarting January 2005 CHWs Home vist organize in 150
home vidtsto CBOs communities
mothers and Africare
caregivers
Community
Undertake IEC/BCC | BC Starting January 2005 CHWs IEC/BCC undertook in the 150
activitieson diarrhea CBOs targeted communities
Africare
Procure and make A February 2005 Africare ORS available and ble
ORS avalable CBOs in at least 150 communities
within care groups Communities
Didlricts
Inform care groups A, Q,BC January 2005 CHWs At least 150 Care group inform
on ORS use Africare on ORS use
Create groups A, Q Starting February 2005 | CBOs At least 150 Groups for
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Obj ective#4: Improve home-based care of diarrhea

Indicator #1: Percentage of children aged 0-23 with diarrheain last two weeks who received ORS and/or recommended home fluids (RHF).
Benchmark: 52% Target: 65%
Indicator #2: Percentage of children aged 0-23 months with diarrheain the last two weeks who were offered more fluids during theillness.
Benchmark: 48% Target: 60%
Indicator #3: Percentage of children aged 0-23 months with diarrheain the last two weeks who were offered the same amount or more foods during
theillness. Benchmark: 48% Target: 60%
Indicator #4: Percentage of children 0 — 23 months with diarrheaiin the last two weeks whose mothers sought outside advice or trestment for the
illness. Benchmark: 31% Target: 50%
I ndicator #5: Percentage of mothers who usualy wash their hands with soap or ash before food preparation, before feeding children, after
defecation, and after attending to a child who has defecated. Benchmark: 7,3% Target: 50%

Major Activities Activity Focus TimeFrame Responsible | Benchmarks/Targets Status’Comment
responsible for Africare cleanliness created et
ceanlinesswithin functiona
communitiesto
improve hygiene and
sanitation

Health Facility
Supervise I[EC/BCC | Q Starting March 2005 Africare 150 CHWsand 100 TBAs
activitiesand CBD ICP regularly supervised

Didricts

Districts
Tran 12 tranersin Q,BC November — December | Didricts 12 trainerstrained in C-IMCI
C-IMCI 2004 Africare
Train 150 CHWSsin Q,BC January — March 2005 | Africare 150 CHWstrained in C-IMCI
C-IMCI Didrict
Conduct a Q Starting April 2005 Africare Operationa research conduct
operationa research Didrict within 15 months
ontheZinc
upplementation
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Objectivet#s: Improve the capacity of loca partners to plan, implement, monitor and evauate child surviva interventions at the community and
digtrict levelswith an emphasis maternal and neo-natal hedlth, maaria, nutrition, breastfeeding and diarrhea.

Indicator #1: Partner has cagpacity to conduct CBO training
Indicator #2: Partner has capacity to supervise and strengthen community-based activities.
Indicator #3: Women'’s groups are planning and undertaking increased health and development initiatives.

Major Activities | Activity Focus | Time Frame | Personnd |  Benchmarks'Targets |  StatusComment
Community
Tran women's A Q April - September 2005 | Africare 150 CBOstrained
groupsin
management of
credit revolving
Train in group Q April — September 2005 | Africare 150CBOstrained
dynamics,
entrepreneurship and
management of
women's groups
Devdopasysemof | A, Q,BC April — September 2005 | Africare 150 CBOstrained
contribution for care CBOs
groups
Health facility
Organize monthly Q Starting February 2005 | ICP At least 8 coordination
mestings between CHWSs mesting held between each of
hedlth structures and Africare the 27 hedlth structure and
community CHWs & TBAs
personnel
District
Undertake an Q December 2004 Africare 1 Exchange vigt organize
exchange vigt with Didtricts
partners and THSP CCF/CANAH
daff
Tran 30 ICPin Q April 2005 Didricts 30 ICPtrained
supervison Africare
techniques
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Objectivet#5: Improve the capacity of loca partners to plan, implement, monitor and evauate child surviva interventions at the community and
digrict levelswith an emphas's maternal and neo-natal hedlth, malaria, nutrition, breastfeeding and diarrhea.

Indicator #1: Partner has capacity to conduct CBO training
Indicator #2: Partner has capacity to supervise and sirengthen community-based activities.
Indicator #3: Women'’s groups are planning and undertaking increased health and development initiatives.

Major Activities Activity Focus TimeFrame Per sonnel Benchmarks/Targets Status’Comment
Organize quarterly Q Starting March 2005 Africare 3 steering committee meetings
mesetings with the Didrricts organize
geering committee
Monthly Q Starting March 2005 Didtricts At 7 coordination mesting
coordination meeting Africare organized with digtrict to
for monitoring and monitor and evauate
evauation activities
Set up of datacollect | Q January — February Africare
tools (Project HIS) 2005
Set up IEC/BCC Q January — February Africare IEC/BCC will be
maerids 2005 Didrict procure from BASICS
and UNICEF
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Technical Training Maternal Health and Newborn Care, Nutrition, Malaria, CDD

THEME DISTRICT TARGET GROUP/: DURATION # SESSION(¢ OBSERVATIONS

C/IMCI 2 districts 12 trainers 6 days 1

C/IMCI 2 districts 150 CHWs 8 days 5 Training include data
collection

Train/Recycle 150 CHWs 2 districts 150 CHWs 5 days 5 Training include data

in communication collection

techniquesin

Reproductive health

Saving Life Skills 2 districts 100 TBAs 10 days 4 “Saving Life Skills’
Module; Theory and
practice of child birth;
clean and safe
deliveries; Importance
of prenatal care;
identification of
complications;
Importance of TT, iron
folate, vitamin A;
protocols for
supplementation;
schedule. Training
include data collection

Counseling on FP 2 districts 50 Community 6 days 2 Community Health

Health Agents at Agents based in the
health facilities health facilities are

trained to conduct basic
counseling on FP

Supervision techniques 2 districts 30 Health agents 3 days 1

EOC 2 districts 6 Health agents 6 days 1

New contraceptive method 2 districts 10 Hedlth agents 6 days 1

Impregnated Mosquito net 2 districts 60 CBO members 2 days 2

use, vaue, sales,

treatment; other,

insecticide treated

materials.

Genera Information on 2 districts 50 Traditional 2 days 7 Use of traditional

prevention and treatment Heders healersis common for

of Mdariaand TB; initial care seeking;

integration of Traditional
Heders; Referral

these individuals must
recognize severe signs
of illnessand have a
collaborative
relationship with health
facilitiesin order to
refer to cases.

Capacity Building activitiesfor Community Based Organizations (CBOS)

THEME PARTNER TARGET DURATION # SESSIONS OBSERVATIONS
NUMBER
Train women’s groupsin CBOs 150 3 days 4 Africare personnel (3
management of credit specialists will
revolving conduct training)
Group Dynamics Health Committees 150 2 days 4
& CBOs
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IX.  HIGHLIGHTS

The THSPis a capacity building project that seeks to involve the target communities in mother
and child hedlth activities, by increasing awareness and creating linkages. One of the program’s
innovationsis based on atraditiond principle of solidarity among village women: the project
Seeks to build on these solidarity mechanisms to create care groups that will improve community
management of pregnancy, childbirth and newborn hedth.

Africare s surveys among women's groups in the area have reveded that:

o Solidarity among women in the Tambacounda region does exist and is traditionally expressed
a childbirth and during the baptism ceremony that takes place on the eighth day after birth.
All of the women who belong to the group express their solidarity by giving the new mother
money, soap, food or other gifts.

0 Most women's groups are organized around income-generating activities that reinforce the
group’s economic power. These activities are either self-initiated by the group or are part of a
micro-credit scheme supported by projects funded by the GOS, ADB or the World Bank.

o Almog dl of the TBAs interviewed dready belonged to such awomen's group.

Africare intends to build on its wide experience with micro-credit and income generation in the
program areato reorient the traditional solidarity mechanisms of local women's groups to support
the hedth of mother and child. Using a culturaly based communications Strategy, the THSP
program will seek to convince members of the women'’s groups that solidarity should be
expressed even before the birth of the child. The women's groups should begin their involvement
with the pregnant mother and their support should continue after the birth of the child.

Each member of the group will be asked to save and contribute an amount of money that will
serve as an emergency fund in the case of complications during pregnancy or childbirth. These
funds would likely come from income generating activities that are supported ether by existing
micro-credit schemes or through micro-credit provided by Africare.

Each women'’s group will establish a participatory charter that will describe the duties of the
women's group (providing hygienic birthing kits, providing transportation for emergencies, etc.)
aswd| asthe responghilities of pregnant women in the group (four pre-natd visitsduring
pregnancy, participation in focus groups concerning materna and child hedth, etc.)

In the mode that THSP proposes, community health workers (CHWS) will be chosen among the
women's groups and will thus be members of the care groups. The CHWs will act as role modes
who will ensure that the rules of the charter are respected and they will aso provide counsding to
members. Women's groups met the concept of the care group with agreet dedl of interest and
support during Africare' s preliminary qualitative surveys of the program zone. Since the KPC and
other quditative surveys have shown that alarge percentage of grandmothers are primary care-
giversto young children in the program zone, THSP will be careful to involve grandmothersin

the care groups as well. In anumber of villagesthat Africare surveyed in preparation for the
THSP, older women (grandmothers) have aready organized themsalvesinto “comité des sages’
(wise women).

To finance the care groups, THSP will use two methods:
0 Refinancing through existing credit groups belonging to the Women's Federation. The
program will provide the exigting groups with a credit line to finance the care groups.
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Africare will sgn an MOU with exigting credit groups describing the credit terms
(interest rates, amortization, preliminary deposit).

0 Theestablishment of business plans that will be submitted to CNCAS (the nationd rurd
credit fund) for larger sums. Africare will guarantee 50 percent of these loans through its
credit unit in Tambacounda

In both cases, income-generating activities will be developed from a“menu” of activitiesthet are
likely to be profitable in the area. Africare will provide capacity building in enterprise development
that will dlow the women'’s groups to undertake their income-generaing activities under optimal
conditions.
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A. Executive Summary:

Background: In response to USAID’s 2003 Request for Applications (RFA) for the Child
Survival and Hedth Grants Program, Africare submitted a proposd and was awarded a
$1,499,998 grant in the dtandard category to implement the Tambacounda Hedthy Start
Program (THSP). This program is based in the Tambacounda Region of Southesstern
Senegd and benefits 45,556 women of reproductive age and 40,995 children under five. The
THSP seeks to 1) strengthen community-based hedlth care services and information; 2) raise
the qudity of sarvice deivery by devedoping life-saving skills and knowledge to manage
complications during pregnancy, ddivery, pospartum, and the first year of the child's life; 3)
increase awareness of key hedth behaviors by building the capacity of CHWSs and hedth
committee members, 4) mobilize families to better prepare for and manage pregnancy,
ddivery, and newborn and infant care. Africare will implement the program from October 1,
2003 to September 30, 2008.

Program Location: Bordered to the north by the regions of Louga and Matam; to the south
by the country of Guinea; and to the west by the regions of Kolda, Kaolack, and the country
of the Gambia, Tambacounda is one of the poorest and least accessible regions of Senegd.
Forty percent of the population lives below the poverty line. Low educationd levels, the lack
of access to financid capitd, and cultura bariers (such as the low daus of women)
condrain economic development in the region. The town of Tambacounda itdf is an eght-
hour drive from Senegd’s capita, Dakar. Poor road quadlity, low population densty
(averaging sx inhabitants per square kilometer), and the geographic disperson of villages
contribute to margindizing the region. The THSP targets communities and hedth pogts in the
Department of Tambacounda®, where the mgority of the region's population resides. The
Depatment comprises the Hedth Didricts of Tambacounda and Koumpemtoum with a
population of 302,068 people dispersed over an area of 20,328 square kilometers.

Problem Statement: Almost dl indicators reved that the hedth Stuation in Tambacounda is
sggnificantly worse than the nationd average, and that women and children are the two most
vulnerable groups. Senegd’s maternd mortdity rate is high (510 per 100,000 live births), but
the rate in Tambacounda (720 per 100,000 live births) far exceeds the nationa average (DHS,
HIS). Because of the poor qudity of the region's hedth informaion sysem, the rate may
have been underreported; several quditative studies indicate that the true maernd mortdity
rate could be higher than the officid figure. Factors that contribute to materna mortdity in
the region indlude:

1. Low utilization of antenatal care services,

2. Extremely low rates of assisted births by skilled providers,

3. Poor management of emergency obgtetric care, and

4. Lack of afunctioning referrd and trangport system.

Tambacounda's fertility rate of 7.1 is high in comparison to the nationa rate of 4.93 (HIS,
DHS). While the under-five mortdity rate for Senegd is 145 per 1,000 births, in
Tambacounda it is 181 per 1,000 births (DHS, HIS). The prevaence of low birth weight
babies (25% of dl live births), madaria (30% of al consultations), and diarrhea (the second
leading cause of desth among children under 5) are sgnificant hedth problems in the region
and will be targeted by the THSP (HIS).

! The Tambacounda Health District underwent afew administrative changes since the submission of the last
DIP. With the addition of anew district, covering much of the formerly proposed project areas, Africare
has decided to continue working with the two administrative units which will enable the project to reach its
targets. Thischangeisdetailed morein the annual report.



Program Goal and Objectives. The god of the THSP is to decrease the morbidity and
mortaity rates of pregnant women and children under one year of age in the Tambacounda
Region by improving community based hedth care services, increesng community access to
hedth information, and grengthening community linkages with the hedth care sysem. The
THSP hasfive objectives.
1) Increase the access to, demand for, and use of qudity maternd and child hedth
sarvices, including emergency care;
2) Improve case management of mdaria for pregnant women and children under five a
the community and hedth post levels,
3) Improve nutrition of pregnant women and newborns, incuding promoting vitamin A
supplementation and the practice of exclusive bresstfeeding;
4) Improve diarrhea recognition and management a community and household levels,
5) Improve the capacity of loca partners to plan, implement, monitor and evauate child
aurvivd interventions & the community and didrict levds with an emphads on capecity in
maternal and newborn hedlth, maaria, nutrition, and breastfeeding.

Key draegiesto atain these objectives include:

1) Building cgpacity a the hedth posts and community levels by traning 70 hedth
personnel and 200 Traditiona Birth Attendants (TBAS);

2) Assding communities to establish functioning referrd and transport sysems in
collaboration with the MOH and community hedth committees,

3) Educating and mobilizing communities by traning 400 CHWSs drawn from among
the members of loca women’s groups;

4) Organizing pregnant women, care givers, and grandmothers into materna care
groups,

5) Dedgning and carrying out a socid marketing campaign to increase access to and use
of ITNs, ORS, safe birthing/hygiene kits, and iron pills.

Interventions: The primary interventions and levels of effort for the THSP are divided as
folows Maend and Child Hedth — 50%; Nutrition/Exclusve Breastfeeding — 20%;
Maaria— 20%; Diarrhea— 10%.

Operations Research: The THSP will cary out a number of operations research activities,
including 1) the use of TBAS to decrease maternal mortdity; 2) the use of women's groups to
promote maternd and child hedth; 3) the active management of the third stage of labor; 4)
involving grandmothersin mother and child hedlth projects.

Local Partners. Locd patners include the Didrict Hedth Teams especidly the Centre
d’ Education et de Recuperation Nutritionelle (CERN), the National Federation of Women's
Groups, and UNICEF. Each partner brings a different set of resources to the program and
Africare will draw on those resources during implementation.

DIP Planning Team: During the DIP planning process, Africare spoke with Ramatoulaye
Dioume a the USAID Misson office in Dakar. This document was written by Kendra
Blackett-Dibinga (Hedth Progran Manager, Africare/Washington), Jm Dean (Country
Representative, Africare/Senegd), Gorgui Sene Didlo (Program Manager, Africare/Senegd)
and Ousseynou Samb (Assistant Program Manager, Africare/Senegd..)



B. CSHGP Data Form:

Child Survival Grants Program Project Summary
DIP Submission: Apr-30-2004

Africare Senegal
Field Contact I nformation:
First Name: Jm
Last Name: Dean
Address: BP 2272

CP 18524

City: Dakar
State/Province:
Zip/Postal Code:
Country Senegd
Telephone: 0112218697401
Fax: 0112218603251
E-mail: africare@sentoo.sn

Program Web Site:

Project I nformation:

Africare will implement the Tambacounda Healthy Start Program
(THSP) in the Tambacounda Region of Senegd. The program will
benefit 45,556 women of reproductive age and 40,995 children under
age five through a coordinated effort to 1) strengthen community-based
hedlth care services and information; 2) raise the qudity of service
Project delivery by deveoping life-saving skills and knowledge to manage
Description: complications during pregnancy, delivery, postpartum, and the first year
of the child'slife; 3) increase awareness of key hedth behaviors through
cgpacity building of CHWSs and health committee members, and 4)
mobilize families to better prepare for and manage pregnancy, ddivery
and newborn and infant care. The period of implementation will be from
October 1, 2003 to September 30, 2008.

Women's Groups, UNICEF, Hedlth Didtricts of Tambacounda and

Partners: Koumpenitoum
Project .
L ocation: Tambacounda Region, Senegd

Grant Funding I nformation:

USAID Funding (US$): $1,499,998 | PVO match:(US$) $477,998




Target Beneficiaries:

Type

Number

0-59 month old children:

40,995

Women 15-49:

45,556

Beneficiary Residence:

Urban/Peri-Urban %

Rural %

25%

5%

General Strategies Planned:

Micro-enterprise

Socid Marketing

Strengthen Decentralized Health System

M& E Assessment Strategies.

KPC Survey

Hedth Facility Assessment

Organizationa Capacity Assessment with Loca Partners
Participatory Rapid Appraisa

Participatory Learning in Action

Community-based Monitoring Techniques

Participatory Evaduation Techniques (for mid-term or find evauation)
Behavior Change & Communication (BCC) Strategies:
Sociad Marketing

Interpersonal Communication

Peer Communication

Support Groups

Capacity Building Targets Planned:

Non-Govt Other Private

PVO Partners Sector

Govt

Community

USHQ (CS
unit)

Locd NGO
Networked
Group

Traditiona Heders

Dig. Hedth
Sysems
Hedth Fecility
Staff

Hedth
Committees
Other CBOs
CHWSs

| nterventions:

Maternal & Newborn Care 50 %




** IMCI integration

** CHW training

** HF training

*** Emergency obstetric care

*** Neonata tetanus

*** Recognition of danger Sgns

*** Newborn care

*** Pogtpartum care

*** Delay firg pregnancy, child spacing

*** |ntegration with iron and folate

*** Norma delivery care

*** Birth plans

*** ST treatment with antenatd vist

Malaria 20 %

** IMCI integration

** CHW training

** HF training

*** Traning in maaria case management

*** Antenata prevention treatment

*+% | TN (Bed Nets)

*** Care seeking, recognition, compliance

Nutrition/Micronutrients/Vitamin A (Combined) 20 %

** IMCI integration

** CHW training

** HF training

*** MinPack

*** Complementary feeding from 6 months

*** Continued breastfeeding up to 24 months

*** Growth monitoring

*** Supplementation

*%% Pogtpartum

*** |ntegrated with EPI

*** lodized sdt

**% |ron folate during pregnancy

Control of Diarrheal Diseases 10 %




** IMCI integration

** CHW training

*** \Water/sanitation

*** Hand washing

*** ORShome fluids

*** Feeding/breastfeeding

*** Care seeking

*** Case management/counsding




Indicator

Numer ator

Denominator

Estimated
per centage

Confidence
line

Percentage of children age 0-23 months
who are underweight (-2 SD from the
median weight-for-age, according to the
WHO/NCHS reference popul ation)

48

297

16.0

+ 0.06

Percentage of children age 0-23 months
who were born a least 24 months after the

previous surviving child

80

122

66.0

+ 0.08

Percentage of children age 0-23 months
whose hirths were attended by skilled
health personnd

139

303

45.9

+ 0.08

Percentage of mothers of children age O-
23 months who received at least two
tetanus toxoid injections before the birth
of their youngest child

78

108

72.2

+ 0.08

Percentage of infants age 0-5 months who
were exclusvely breastfed in the last 24
hours

19

80

23.8

Percentage of infants age 6-9 months
receiving breast milk and complementary
foods

13

39

33.3

Percentage of children age 12-23 months
who are fully vaccinated (againg the five
vacaine- preventabl e diseases) before the
firg birthday

144

47.9

Percentage of children age 12-23 months
who received ameades vaccine

82

167

49.1

Percentage of children age 0-23 months
who dept under an insecticide-treated bed
net the previous night (in maaria-risk
areas only)

64

302

21.2

+ 0.06

Percentage of mothers who know at least
two sgns of childhood illness that indicate
the need for trestment

132

304

43.4

+ 0.08

Percentage of sick children age 0-23
months who received increased fluids and
continued feeding during anilinessin the
past two weeks

42

130

33.0

Percentage of mothers of children age 0
23 monthswho cite at least two known
ways of reducing the risk of HIV infection

87

202

43.1

+ 0.09

Percentage of mothers of children age O-
23 months who wash their hands with
soap/ash before food preparation, before
feeding children, after defecation, and
after attending to a child who has
defecated

16

220

7.3

+ 0.04




C. DIP Preparation Process:

Africaré's DIP planning team held severd meetings with the Ministry of Hedth (MOH) and
hedth agents from the Tambacounda Hedth Didrict¥%including the Didrict Medicad Officer
(Médécin Chef de District). The team aso met with the Red Cross, UNICEF, the loca non
governmental  organization GADEC (Groupe d'Action pour le Développement), various
womens groups (Groupements de Promotion Féminine), the Peace Corps, the Senegalese
Civic Volunteer Service (Service Civique National) and locd government authorities. All of
these partner organizations are present in what was then the Tambacounda Hedth Didrict
(now Tambacounda and Koumpemtoum Hedlth Digtricts).

These prdiminary meetings dlowed the team to andyze and discuss each partner’s potentia
role in the THSP and to enlig the collaboration of the Didrict Hedth Services. Partner roles
were further developed during the DIP planning workshop held in the beginning of April
2004. The purpose of this workshop was to refine the program's essentid Srategies and
interventions. Using Advanced Paticipation Methods (APM), the team presented the results
of the Knowledge Practices and Coverage (KPC) survey and the Hedth Facility Assessment
(HFA) to program beneficiaries, loca implementing partners, and other stakeholders.

The workshop dlowed the Didrict Hedth Staff, locd NGOs, and community representatives
to (1) identify the key hedth problems in the region as reported by the KPC and the HFA, (2)
identify and describe mgor contributing factors to those hedth problems, and (3) propose
activities that would address those factors. The participants agreed that the THSP would
continue to develop interventions in the areas liged in the origind proposd: materna and
neonatal hedth, mdaria and manutrition. The workshop resulted in defining the activities
discussed below.

After the DIP planning workshop, the Country Representative, the Program Manager, and the
Hedth Programn Manager from Africare headquarters held a series of meetings with key
nationd partners. The organizations they met included the Programme de Développement
Integré de la Santé (PDIS) at the MOH, the World Health Organization (WHO), BASICS,
UNICEF, and the USAID financed Maternd Hedth/Family Planning project implemented by
Management Sciences for Hedth (MSH). The purpose of these meetings was to find
gynergies and establish vectors of collaboration. BASICS and the WHO have developed
manuds for some of the primary interventions targeted by the THSP. Africare will use these
materids in the program’s training activities. UNICEF is improving access to cean water and
traning TBAsin the Tambacounda area and will be akey program partner.

Africare Senegd has recruited the following program daff membes (1) an expatriate
program coordinator; (2) a materna health advisor; (3) an IEC/BCC specidist; and (4) three
program supervisors. These staff members are based in Tambacounda. Job descriptions and
resumes of key staff members are found in the annexes. Africare Senegd has provided space
for the THSP team a its main office in Tambacounda, to dlow for synergies between the
THSP and Africare s other nutrition, micro-credit, and health programsin the area.

D. Revisonsfrom Original Application:

Change in level of effort for main interventions: The results of the KPC reveded that
diarrhea was the number one cause of childhood illness. The THSP will thus place more of an
emphass on diarhea through the program’s nutrition intervention. Nutrition will now be a
20% leve of effort and control of diarrheal diseases at 10% leve of effort.



There has recently been a change in national policy as it relates to the firgt line trestment of
maaria (from chloroquine to ACT.) At present, (and until the MOH works out a community
level policy regarding its switch to dud theragpy) the program is no longer able to conduct
community-based distribution of anti-malarid drugs. This has led to a decrease in the leve of
effort from 30% to 20% snce CHWSs will be limited to information/prevention and referrd
activities.

Budgetary changes. Since the submission of the origind program budget, Africare has been
compelled to revise the program’s cogts to account for a drastic decrease in the exchange rate.
At the time the proposal was written, one dollar was worth 700 CFA. At present, the dollar
hovers a a rate between 500 and 550 CFA. Rather than increase the budget, Africare has
redigned cost centers (decreesng some line items while increesng others) to meet the
increased cogts while remaining within the overdl limit of available funds. A revised budget
and budget narrative are included in Annex 1.

E. Detailed mplementation Plan:
1. Summary of Basdline and Other Assessments

Africare conducted a KPC, an HFA, and an Assessment of Community Based Organizations
(CBOs) to hdp the dedgn team refine its andyds of the priority hedth problems in the
digrict. These results of these surveys dlowed Africare and its implementing partners to
hone the program's drategies to decrease maternd and child mortaity and morbidity. In
developing the quedtionnaire, the evduation team used a modified verson of the KPC 2000,
which was validated through a pre-tet. The WHO/EPI 30 cluster sampling technique was
used to interview a representative sample of 309 women between the ages of 14 and 52 with
children between the ages of 0-23 months in the hedth digrict of Tambacounda. In dl, 23
localities were sampled. The results of these surveys and quditative assessments have been
used to write the following DIP and are summarized below by intervention.

The HFA was conducted in the hedth didrict of Tambacounda with the assstance of the
digrict hedth team led by the Didrict Medicd Officer. After vaidating the quesionnare
with the didrict team, the program sampled 31 hedth facilities 26 public, and 5 private
(induding 1 fath based facility.) Both interview and direct observation techniques were used
to assess the hedth facilities. In addition, a second phase of interviews usng focus groups
was held with traditiond hedlers.

The program assessed a sample of nineteen CBOs from among the 160 CBOs that are
presently operating in the digrict. The sampling method was based on the didtribution of
CBOs throughout the digtrict (four in each of the four arrondissements and three in the
commune of Tambacounda). The program used a structured questionnaire that included four
components. 1) organizationd dructure, 2) management, 3) financid management, and 4)
outreach activities. The questionnaire aso addressed solidarity practices among members.

Summary of Baseline Results: The basdine survey conducted for the THSP confirms that
the hedth dtuation in Tambacounda is worse than the naiond average on dl indicators.
Sdlected indicators are summarized below.

General Findings. The mgority of the women interviewed had atended Koranic school
(29%). Twenty-three percent attended primary school and 22% had no education. The
mgjority of women worked as vendors (47%), and famers (16%), while only 6% had a



sdaried form of employment. Mothers were the primary caretekers of 39% of children, while
25% were cared for by grandmothers and 13% by older children.

Maternal and Neonatal care: As previoudy daed, the maend mortdity rate of
770/200,000 live births in the Tambacounda didtrict is higher than the nationd average of
510/100,000 live births. The number of births asssted by trained personnd (45%) in the
digrict is dso lower than the national average of 59.5%. The Vitamin A coverage forty-two
days after giving birth (11%0) is much lower than the nationa average (31%.)

Such socio-cultura factors as (1) femae genitd mutilation, (2) the low status of women, (3)
the low educationd levels of women, (4) the tendency to seek care from traditiond heders
and untrained TBAs, dl contribute to increased risk during pregnancy and childbirth. The
large geographic area of the didrict and the inadequate number of hedth facilities are dso a
magor problem. Long digances to hedth pods, the limited financid means of the population
and an inadequate referrdl system dl lead to serious delays in seeking care.

On the nationd scade, the mortdity rate of newborns has not yet been effectively assessed.
However, meetings with the MOH reved that 50% of the cases of child deaths occur during
the period immediately following birth (0-28 days).

KPC data show that:

» 85% of women reported having benefited from a least one prenatd care vidt (as
compared to a nationd average of 81%), however only 33% reported having made the
three vigits as prescribed by the MOH policy;

» 50% of dl women interviewed delivered & home, 16% in hedth poss, 19% in hedth
centers and 11% in hospitals;

> 45% of women interviewed had ddivered in the presence of a doctor, midwife or
nurse.  However, 48% of women interviewed delivered in the presence of someone
other than a skilled hedth provider;

» The mgority of the women interviewed had not received an exam after giving birth
(58%); 74% of those that had were given that exam by a midwife.

Malaria: Mdaria is endemic in the Tambacounda Region. It is often cited as the number one
cause of child morbidity and mortality. Most cases are caused by P. falciparum and 25% of
cases are resstant to chloroquine. No coverage data on ITNs in the program area exist. The
WHO reported that Senegd had less than 20% totd coverage in ITNs of which less than 5%
were treated with insecticide (MICS-11-2000, DHS 1998-2001). The data from the KPC
reved that dthough the number of households with ITNs (51%) is higher than the naiond
average, the use of those nets seems to be restricted to the head of household.

The MOH has begun to implement its new IPT policy, usng fanddar that is provided
exclusvdy by the didrict hedth services Community levd prophylaxis is no longer
accepted politicdly. The MOH is dso changing its policy regarding the adminidration of
chloroquine for treatment, emphasizing vaious combinaion therapies ingdead (with a
preference for amodiaquine plus fanddar, as the most accessible combination.) Under these
new polices, community-level response to mdaria is essentidly limited to the recognition of
danger signs and the prompt seeking of appropriate care.

KPC data show that:
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78% of women reported having taken an antimaarid during pregnancy (of which 2%
took fansdar);
72% of mothers know the cause of maaria;
60% of mothersinterviewed were able to cite amethod of prevention;
48% sought care for their children who presented with afever;
51% reported having an ITN in their house;
18% of mothers interviewed reported having dept under a mosquito net.
Nutrition/Exclusve Breastfeeding: According to UNICEFs Multiple Indicator Cluster
Survey (MICS-11-2000), 18.4% of Senegdese children under five have low weight for height.
In addition, only 23.4% of infants in Senegal are exclusvely breadtfed for the firs 4 months,
Rdigious practices include a tradition of adminigering “holy water” as a firg food, which
partidly accounts for the high percentage of foods other than breast milk (68%) given after
birth in the didrict. The negative influence of grandmothers concerning exdusve
breastfeeding was aso cited as a reason for the early introduction of other foods. The KPC
reveded that:

> 13% of infants 0-23 months show sgns of emaciation (as compared to 8% of under
fives nationdly);
20% of infants 0-23 months are either severdy or moderately manourished,;
22% of infants 0-23 have low weight for height;
49% of mothers reported having iodized salt present in their homes;
40% of mothers reported thet their child had received Vitamin A supplementation.

VVVVYVY 'V

YV VY

Diarrhea Case Management: Nation-wide, the 1999 DHS reveded that 21.43% of children
under five had suffered an episode of diarrhea in the two weeks preceding the survey. During
the KPC, mothers cited diarrhea as the mogst frequent illness in their children (45%). This is
likdy due to lack of access to safe water sources (less than 50% in rurd areas). However,
only 48% were able to cite at least one case of diarrhea. The KPC reveded that only 52% of
the children who had diarhea had ever used ORSORT. This is likdy due to a lack of
knowledge concerning the causes and treatment of diarhea Key practices such as the
maintenance of the level of breastfeeding or increased levels of breastfeeding during illness
were followed in 71% of the cases. Further, only 31% of mothers sought advice or treatment
when their child had diarrhea.

Acute Respiratory Infections. Respiratory infections are a mgor cause of illness and death
of children in Tambacounda and throughout Senegd. In the Tambacounda Region, the
MICS-11-2000 reported a pneumonia prevalence of 6% for children under 5 during the
previous two weeks, in line with the national average of 6.6%. The KPC data show that 43%
of children had presented dgns of ARl such as coughing, breething difficulties and/or
wheezing in the previous two weeks. While 48% of mothers eventualy sought care for ther
children who had an ARI, only 32% sought care the same day they noticed the Sgns.

Immunization: Immunization coverage is low. The KPC showed that 49% of children in the
region have received the three doses of the polio vaccination by ther first birthday, the same
as the nationd average (MICS-11-2000). The KPC also showed that 49% of children had
received meades vaccination (the same as the national average) and 49% had completed the
dosage for DPT (DPT 3), dightly lower than the nationd average of 51.8%. Logistica
difficulties in the region have inhibited wider vaccination coverage.

Contraceptive Use: Use of modern contraception in Senegd is extremdy low a 10.5%
(MICS-11-2000), dthough knowledge of modern methods is relaively high a (DHS 1999).
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Hedth post providers have been trained in contraceptive technology. PRills, condoms and
Depo Provera ae avalable a hedth posts and hedth workers track women for family
plaoning. Women tend to prefer injectables. The Pular and Mandingue traditiondly vaue
large families and women tend to have high fertility into their forties. The KPC showed that
79% of the women surveyed in the digtrict did not use any type of contraceptive and less than
3% used any modern form of contraception.

HIV/AIDS. At 1.8%, the sero-prevdence rate for HIV/AIDS in Senegd is low in
comparison with other West African countries (UNAIDS 1997). HIV/AIDS continues to be a
priority for the MOH, which promotes safe sex and assures the availability of condoms
(Programme National de Santé de la Reproduction 1997-2001). The KPC reveded that only
54% of mothers interviewed knew that HIV could be transmitted from mother to child.

Sour ces of Health Information:

» Mothers interviewed reported having spoken of hedth maters with a hedth
professond in 15% of the cases a traditiona hedler in 10% of the cases, and a
relative or friend in 8% of cases,

> 48% reported having received hedth information through radio communication and
24% by televison messages; 4% reported receiving information from newspapers.

Health Facility Assessment

Quality of Existing Health Services. The qudity of hedth services in the Tambacounda
digtrict was rdatively low for most indicators.
» In the thirty days preceding the survey, 17/31 hedth facilities had an essentid drug
gock out (Vitamin A, fansdar, ORS, chloroquine).
> 63% of the hedth saff interviewed had been trained; of those the mgority was ether
nurses or midwives. Auxiliary personnd were not often the beneficiaries of
upplementd training;
» Themgority of the posts had not been supervised in more than 2 months,
» Only 20/31 of the hedlth facilities participated in advanced drategies,
» 13/31 hedth fadilities did not have waiting rooms for patients.

CBO Assessment

Ingtitutional Structure: The leaders of dl 19 CBOs surveyed were democraticaly eected,
following rules that guarantee equaity and transparency. Only 53% of them have receved
officid recognition from the Government of Senegd (GOS)%a requirement if a CBO wants
to undertake programs with donor funding.

Functioning:

» T74% of dl the boards meet regulaly and information is shared with the members
(89%). However, 53% of the CBOs do not have any record of their meetings
minutes

Financial Management:

» Mog of the CBOs surveyed possess a bank account (89%) and a financid journa
(79%). However, improving financid procedures remains abig chdlenge.

> In approximatdy 60% of the cases, the financia records were ether not updated or
non-existent. In addition, most of the members do not understand these financid
procedures.
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Coverage: The Hedth Didrict of Tambacounda has a population of 302,068 people in an
aea of 20,328 sguare kilometers. Tambacounda is composed of one commune
(Tambacounda), four arrondisements (Koussanar, Koupentoum, Maka and Missrah), and 12
communautés rurales (CRs). Since the cregtion of the new didrict, the Tambacounda Health
Digrict now comprises the aronisssments of Missrah and Koussanar, while the
Koumpemtoum Hedth Didrict comprises Maka and Koumpemtoun arrondissements.
Tambacounda's population is 83% rura and 17% urban. The magority of the population is
involved in agriculturd activities The region is extremey poor; gpproximately 40% of the
population lives below the poverty line. Approximatdy 72% of the population isilliterate.

Seventy percent of the population lives more than 5 kilometers from a hedth center/post and
30% live more than 15 kilometers away. The human resources of the hedth didricts are dso
insufficient, with only one doctor per 133,771 people, 1 nurse for 7,869 people, and one
midwife for every 15384 women of reproductive age. There are 104 hedth huts in the
digricts, but only a minority actually functions. As a result, coverage indicators are among
the lowest in the country.

Disease Surveillance: The hedth sysem caries out surveillance for key diseases incduding
yelow fever, cholera, and polio. Cases of meningitis are dso tracked. Currertly, there is no
system in place that would dlow for integration of the Community-based Hedth Information
Sysem (CHIS) with the Hedth Didricts HIS. Discussons with the MOH reved a criticd
need to improve essentid data collection on maternd and child hedth in the region. Basic
information concerning up to 50% of the mortdity cases never reaches the formd hedth
sysem.

MOH Poalicies, Strategies, Case Management Policies, Current Services:

Nutrition Surveillance: BASICS Il has been indrumental in asssting the MOH to devise an
integrated drategy to improve the nutritiond status of the population, the Paquet d’ Activités
Integrées de la Nutrition (PAIN). This integrated package tackles community nutrition
problems a three different levels, using geographic targeting with emphass on the
community; biologicd targeting with emphass on vulnerable groups and biologica targeting
with emphads on manourished individuds. It dlows progran implementers to design
programs that target key nutrition behaviors depending on the age of the individud, linking
exclusve breadtfeeding and the consumption of Vitamin A rich foods, for example. There is a
nutritiona  center in Tambacounda that focuses on the rehabilitation of manourished
children. The program will work with the center and the didtrict hedth services to better
manage nutritiond  deficiencies a the community leve, providing supplementation and
nutrition educetion.  Severe sub dinicd vitamin A deficiency has been found to be
widespread in various pats of Senegd (World Hedth Organization, 1995). The KPC
reveded tha only 10% of children had received vitamin A supplementation. Current
government policy is to didribute vitamin A during the annud Nationd Immunization Days.
The THSP will dso target pregnant women for iron supplementation. The current MOH
policy isto provide iron supplements to pregnant women for the duration of pregnancy.

Malaria Control: Africare met with Dr. Bacary Sambou at the World Hedth Organization
(WHO) to discuss the traning plan for hedth agents on C-IMCl. The WHO has recently
published an integrated traning manud for use in traning didrict hedth daff in the
management of childhood illnesses, including mdaria The GOS does have a Roll Back
Mdaria drategy in place (2001-2005) and has produced a manua for monitoring specific
indicators.  Africare has used these manuds to dign the program’'s indicators with the
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nationd policies and drategies The use of Intermittent Presumptive Thergpy (IPT) for
pregnant women using sulfadoxine/pirimethamine (fansdar) has not yet been adopted in the
hedlth district of Tambacounda (only 2% had received IPT).

C-IMCI: The MOH has adopted IMCI as a key strategy to combat the mgor causes of death
for children under age five The WHO has dready traned didrict hedth gaff in clinica
IMCI. The THSP will use the community IMCI (C-IMCI) approach for the madaria and
nutrition interventions since it replicates the government's drategy. C-IMCI’s emphasis on
increesing access to cae through community-based providers, improving partnerships
between the hedth facilities and communities, and the 16 key behaviors, will have an effect
on the maernd and neonatal care. The THSP will dress the need for early recognition of
danger dgns, the importance of seeking prenatd care, and the importance of referrd in
obstetric emergencies.

Community-Based Didtribution: The GOS dlows community-based didtribution of certan
items including condoms, insecticide trested mosquito nets (ITNs), ORSORT, iron
supplements, and Vitamin A. The GOS promotes the use of ORS/ORT packets in preference
to traning women in home-based preparations. Community-based digtribution will be a key
dement of the THSP. The CHWSs will work with the hedth committees to develop
management plansfor theitems that are sold at the community leve.

2. Program Description By Objectives, Intervention and Activities

Overall Program Approach: The THSP will use the GIMCI framework to achieve program
results. Strateges incdude 1) changing community behavior rdaing to the four man
interventions, 2) organizing women into maternd care groups to reinforce podtive care
seeking and preventive behaviors, 3) community based didtribution; and 4) capacity building.
Africare will adso creste synergies between ongoing efforts in the Tambacounda and
Koumpemtoum Hedlth Didtricts to attain program objectives.

Behavior Change Communication: The THSP will provide individud and group
education, using targeted messages that emphasize key practicesbehaviors in support of
materna and infant hedth and development. Community-based identification for behavior
change communication (BCC) and andyss of internd and externd determinants affecting
hedth outcomes will guide the design of target messages and activities, usng the BEHAVE
framework. The program will integrate a variety of communications channels, both modern
and traditiond, to promote key family behaviors. The program will make use of locd
theatrical troupes to perform skits on maternd and child hedth in the communities. Because
of ther ability to mobilize large numbers of people & once, including men, women and
children, these presentations will be adle to reach a large segment of the population. Other
IEC and BCC activities include peer education within the materna care groups and CHW
activities such as home vists. Women group leaders will conduct community demongtrations
to promote improved nutrition for pregnant women and children under five. Applying the
positive deviance mode, this approach will cal on “mode mothers’ to conduct nutrition
demondrations. The program will give preference to moded mothers in its choice of CHWS,
thus increedng the potentid for information flow.  The BCC campagn will dlow
communities to confront their hedlth issues as actors (in the case of cooking/food processng
demondrations) and participants (in the case of community forums, theetre, and group
discussons for participatory problem solving).
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Maternal Care Groups. The drategy for maternd and newborn care relies on “care groups’
consging of pregnant women, women who would like to have children in the future, and
grandmothers. These community groups will sarve as a sdf-reinforcing mechanism to help
women undergand the importance of prenatd care, learn the danger signs, and edtablish a
functioning emergency transportation sysem through membership donations. The groups will
adso reinforce key behaviors such as deeping under a mosquito net during delivery and using
birthing/hygiene kits for safe and cleen ddiveries. Mothers will learn the importance of
exclusve bresstfeeding and the proper feeding for children according to age as wel as
recognition of the signs and proper management of diarrhea.

The THSP will work with the women's groups to mobilize communities to find solutions to
maternd and child mortdity and morbidity due to obdetric emergenciess mdaria, and
manutrition. These include devisng a functiond referd and trangport sysem from the
village to the hedth post or hedth center. Contributions to a genera fund within the women's
groups will fadlitate this activity. The program will dso integrate community-based
digribution of essentid medications. CHWSs will be traned in dl the interventions of the
program, according to accepted protocols, and will be provided with an initid stock of
products for sde a the community level. Part of the profits will be used to hep develop
referrd and trangport systems while another part will be developed to help mothers access the
care they need during pregnancy.

Community-Based Didribution:  CHWSs will be given an initid gdock of items for
digribution, including iron folate, ITNs insecticide, vitamin A, and ORST. Items in the
hedth workers kits will be sold on a revolving fund bass under the supervison of locd
management committee. The CHWSs will be required to keep records of sales and to report on
sdes on amonthly basis.

Capacity Building: The THSP will train or recycle gpproximately 600 CHWSs (400 recruited
for the THSP and 200 from a pool of exising CHWS), 70 hedth facility workers and 200
TBAs. Through this training, the program will 1) incresse the access, use, and qudity of
maternd and neonatal hedth services a both the community and the hedth post levels 2)
increase the nutritional status of pregnant women and children under five and 3) decrease the
incidence of madaria through the use of ITNs and promotion of intermittent presumptive
therapy (IPT). CHWs will be trained in each of the interventions and will be respongble for
educating community members and pregnant women on key practices reaing to maternd
and child hedth. Such high numbers are necessary in order to effectivdly cover the
intervention communities due to the difficulties described previoudy.

The THSP will tran TBAs udng the Saving Life Skills module so that they may better
manage obgetric emergencies a the community level and refer those cases that cannot be
managed in the community. TBAs will dso be targeted for training in: 1) counsding and
education during pregnancy, especidly maernd nutrition, preventing mdaia avoiding
anemia, the importance of pre-natal consultations, and recognizing danger Sgns, 2) assding
labor during smple births and providing immediate referrd in the case of complications, 3)
monitoring podpatum mothers and newborns. The program will tran the TBAs in the
following aspects of neonatd hedth: 1) neonad care; 2) immediate postpartum care; 3)
counsding for excusve breedfeeding beginning immediady after birth; 4) ensuring vitamin
A supplementation in the 42 days following birth; 5) providing advice on newborn
vaccination; 6) recognizing danger dgns in newborns and pogpatum women. Africare will
choose TBAs who are literate in French or in loca languages. Africare has dready acquired
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condderable experience in integrating TBAs in its community hedth programs. The TBAs
arean integrd part of the hedth services structure in Senegd.

The program will use the COPE methodology to train Hedth Facility saff to provide dient-
oriented services. The three groups (CHWS, TBAs and Hedth Facility saff) will form the
core hedth team a the community level and will work in collaboration to ensure increased
access and improved qudlity of care.

Implementation Strategy: The THSP will be implemented in 400 villages in the
Tambacounda and Koumpemtoum Hedth Didricts. The program will choose its target
villages according to the following criteria 1) the dengty of the population; 2) the proximity
to hedth huts, 3) the exisgence of literate TBAs (in French or locd languages); 4) the
exisence of organized women's groups. Each village will have a least one CHW responsible
for meking sure that hedth messages and activities reach the individuds in hisher
community. They will assg the more traned hedth workers (traned TBAS) with the
identification of pregnant women and un-immunized children, provide hedth education, and
digribute essentiad drugs and supplies. Many CHWSs will be mode mothers chosen from
within the women's groups and the group management committee will provide them with
additiond support. Each CHW will cover villages within a 5-7 kilometer radius of hisher
home, an average population of 600 women and children under five per coverage area. Each
CHW will have access to credit on favorable terms both for financing hedth activities and for
their own persona business as an economic incentive to work.

By ensuring that the women's group in each village dooses their CHW, the program will be
able to better serve women's needs. Focus groups in the region have reveded that women
generdly do not want to see a male doctor for their care, or speak to men on matters
regarding childbirth. This is a mgor barier to seeking care a hedth centers or hospitas.
Because issues concerning pregnancy and childbirth are quite intimate, it is important that
women be able to speek to their peers about care seeking practices during pregnancy.
Furthermore, women are more steble in the communities than men (who tend to migrate
seasondly in search of work). Choosng women as CHWSs thus seems the more feashble
dternative.

The program will use a phased implementation gpproach. All 400 CHWs will be sdected and
traned between years 1 and 2 of the program. CHWs will be traned in communication
techniques for each of the intervention aress as they are sdected. A smilar approach will be
used for training TBAs

Africare Senegd will integrate many of its prograns in Tambacounda to attain program
objectives. Currently, there are two nutrition projects. the Maka Community Hedth Project
and the Projet d'Appui et de Renforcements des Interventions en Nutrition et Santé
(PARINS).

Objectives, Interventions and Activities. The overal god of the THSP is to contribute to a
reduction in morbidity and mortdity rates of pregnant women and newborns due to obstetric
emergencies, malaria and malnutrition. The THSP has five objectives:
> Increase access to, demand for, and use of quaity maerna and child hedth services,
including emergency care;
» Improve case management of mdaria for pregnant women and children under five a
the community and hedth post levels,
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> Improve nutrition of pregnant women and newborns, including iron folatevitamin A
supplementation and exclusve breastfeeding;improve diarhea recognition and
management at community and household levels,

> Improve the capacity of loca partners to plan, implement, monitor and evauate child
aurvivd interventions a the community and didrict levels, with and emphass on
capacity in materna and newborn hedth, malaria, nutrition, and breastfeeding.

The program will intervene in four domains maenad and neonatd care, madaria and
nutrition/exclusve breestfeeding, and diarhea The THSP targets four arrondissements and
the commune of Tambacounda, for a tota population of 227,766 persons, of which 40,995
are children under five years of age and 45,556 are women of reproductive age (WRA).

TAMBACOUNDA DISTRICT BASIC HEALTH FACILITY AND POPULATION DATA

Distance | Current Villages Total WRA Ch<b Ch0-11
Health Post Site toHealth | Health covered/ # Pop. (~20%) years Mo.

Post Resour ces of TBAs (2001 43% of | (~18%) | (~5%)

needed females
Bamba Thiaene 140 1N;3T;R11 33; N=16 16649 3330 2997 833
Bira 70 1IN; 4T, R17 17, N=9 7703 1540 1385 385
Bohe Baledji 75 1N;3T,;R16 16; N=8 3610 722 650 180
Diaakoto 70 IN;5T;R9 27, N=14 9958 1992 1792 498
Kahene 130 1IN;3T;R7 22; N=11 7898 1580 1421 395
Koumpentoum 100 1IN;5T;R8 25; N=12 14378 2876 2588 719
K oussanar 50 1N;4T;R10 31; N=15 15979 3196 2876 79
Kouthiaba 130 IN;4T;R11 33; N=16 18748 3750 3375 937
Maka 80 IN;5T; R7 21; N=11 13202 2640 2376 660
Maleme Niani 70 1N;3T;R9 26; N=13 12871 2575 2317 644
Mereto 130 1N;3T;R9 28, N=14 16824 3365 3028 841
Missira 35 IN;6T;R9 27, N=14 12835 2567 2310 642
Neteboulou 27 IN;4T;R5 14; N=7 5428 1086 977 272
Payar 160 IN;4T;R11 34; N=5 13865 2773 2496 693
Sare Diame 110 IN;2T;R11 32; N=16 8833 1767 1590 442
Sinthiou Maleme 27 IN;2T;R5 14; N=7 8985 1797 1617 450
Tambacounda (PMI) (@) 2N; 2D; 1 (town) ~40,000 8000 7200 2000
3SF; 24relays | N=5
7T;3A
T=TBA (aready basic trained), N=Nurse, A=IEC Animator, D=Doctor, R=Relay (VHW), SF=Sage Femme/Midwife
TOTAL | 16+ (1) | N=~20Nurses | 400/193 | 227,766 | 45,556 | 40,995 | 11,390

Maternal and Child Health (50%)

Approach: The THSP ams to 1) increase the demand for maternd and newborn care
savices, 2) increese the adoption of hedthy behaviors during pregnancy, birth and
postpartum, and 3) improve the qudity of materna and newborn care a the community and
hedth post levels. The program will have a two-pronged gpproach to improving meaterna
and newborn hedth and survivad. The firg is to educate, motivate and mobilize individuas,
households, and communities to adopt hedthy behaviors and care seeking practices
(discussed under proposed IEC/BCC activities). The second is to strengthen the capacity of
the hedth care system to improve quality of and access to essentia care, bringing them closer
to women and families. Tambacounda is a setting with low access to faciliies due to
disances and poor roads, predominady family-attended or sdf-attended home births, no
clearly defined mechanism for early pogtpatum care, and limits in the current capability to
provide sarvices a dl levds  This seting requires a redidic gpproach that prioritizes
drengthening cepacity at dl levels to provide basic, routine care to dl pregnant women, new
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mothers and newborns. Emphasis is on birth preparedness for al women, promoting clean
birth practices, clean birth kits, good conduct of normd ddiveries, and timely routine care for
al mothers and newborns. For those women and newborns who do develop complications,
the focus is on drengthening community capacity to recognize obgtetric emergencies,
debilize and refer, bringing life-saving care as close to families as possble At the same
time, community trangportation plans linking improved community services with  higher
levels of emergency care and an increased readiness a the hedth post fecility are developed.
These drategies address the chalenges and condraints presented in remote rurd areas with
low accessto qudity care.

Identification of Pregnant Women/Formation of Maternal Care Groups. Part of the role
of the trained TBAs and CHWSs is to assg the program in identifying pregnant women. Once
identified, the THSP will work with communities and women's groups to form maernd care
grous. These maternd care groups will focus on pregnant women but include mothers,
women wanting to become mothers, and grandmothers. Each group will be composed of no
more than ten individuas. The purpose is to support the mother throughout the pregnancy,
reinforce key practices such as prenatal care and exclusve breastfeeding, and emphasize the
importance of iron supplementation. It is anticipated that throughout the life of the THSP,
goproximately 600 maternd care groups will be formed (based on current fertility rates and
number of women of reproductive age). These groups will be organized throughout the
program communities. The THSP will work with the maternd care groups to edtablish
regular contributions to help the pregnant women care for their hedth needs, including the
purchase of a hygiene kit, or transportation to a hedth facility if the need arises. Pregnant
women will adso be able to purchase ITNs from these funds. The program's srategy of
utilizing the women's groups will help it atain the god of reaching the grestest number of
women of reproductive age. Because exiging women's groups in the region ae highly
organized and cdl upon a great number of women in the villages where they operate, the
program is confident in being able to identify target women.

Increasing Access to Essential Care: According to the MOH, the mgor causes of maternd
mortaity ae hemorrhage (29%), hypertenson/eclampsia (16%), infection/sepsis (7%),
uterine rupture (5.2%), obstructed labor (8%), illegd abortion (3%), and other causes.
Access to cleen and safe ddivery by skilled providers can help in decreesng maternd
mortality. However, lack of access to hedth care a the community levd, lack of an effective
referd and trangport system and difficult terrain in the Tambacounda Region have greatly
contributed to the high maternal mortality ratio discussed above. UNICEF s mode of the four
delays indicates that gpproximatdy 75% of materna desths could be prevented through
traning TBAs in obderic and emergency management, use of antenata care, child
spacing/family planning and transportation to the hedlth center.

The KPC survey reveded that 85% of the women received prenatal care.  However, only
33% had made the minimum three vidts. In addition, many of the women interviewed did not
give birth in a hedth center or hospitd. Data from the KPC indicate that 50% of mothers
gave hirth in the home, while only 19% gave birth in a hedth center, and 11% in a hospital.
Furthermore, 27% of those who gave birth in the home only had the assgtance of a family
member.

The program will tran 200 TBAs usng the life-saving <kills module This training will
emphesze management of childoirth a the community leve, incuding obgetric
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emergencies. The THSP will dress care for neonates. mothers will be educated on proper
care of newborns and recognition of danger signs that need to be referred.

TBAs will be respongble for atending births, keeping a pregnancy/birth register, promoting
immediate and excdudve breastfeading, providing counsding on family planing (FP) to
mothers, referring mothers to ANC and to hedth faclities in the case of obdetric
emergencies, and postpartum follow-up.

The program will tran 70 hedth care providers in managing newborns, pre- and post-natd
care, and on the new protocols for managing maaria in pregnant women. The program will
dso train 30 auxiliary hedth agents who currently work in the hedth pods and are pad daff
on counsdling techniques for family planning

Clean and Safe Delivery: The program will support safe birthing practices. In the
Tambacounda Region, Africare has dready congtructed and equipped six hedth huts (with
funding from the Jgpanese government) where women are provided with cleen and safe
deliveries. Another nine hedth huts have been constructed and equipped under a project
implemented by Engender Hedth. As mentioned previoudy, of the 104 hedth huts in the
program area, only these 15 are functiond and well equipped. The 89 others ether lack a
management committee, or a trained TBA, or equipment, or dl of the above. The program
will target these dysfunctiond hedth huts during implementation. Since these huts are owned
and operated by the community and function on the bass of community investment, the
program will work with the management committees to revitdize community participation.
Members of the management committee will be traned in the proper management of
financid and human resources, and entrepreneurship to raise money for the continued
functioning of the hedlth huts. These renovated huts will be used for clean and ssfe ddiveries
and regular check-ups of pregnant women. They will asss the program to bring hedth care
closer to the communities.

UNICEF, UNFPA and the GOS are presently traning TBAs to support safe and clean
deliveries.  Africare will complement this training by refreshing 200 TBAs in the Life Saving
Sills module for the management of obgtetric emergencies a the community leve. The
THSP will procure safe birthing kits for program TBAs and will digtribute the kits after the
completion of training. These kits will include sanitary napkins, sogp, and gloves among
other key items. To further support clean and safe deliveries, the program will work through
the mecheniam of the care groups. Members will contribute on a monthly bass for the
purchase of hygiene kits for pregnant women. These mothers will be counsdled on the
importance of having their kits available when they are ready to give birth.

The organizetion of the care groups will faclitate birth preparedness and emergency
preparation through the monthly contributions of its members to purchase hygiene kits, refer
the mother in the case of emergency, and asss in devdoping a functiond emergency
transport system.

Malaria and Pregnancy: While 20% of program efforts will be committed to mdaria, a
maor program focus will be mdaria prophylaxis for women during pregnancy. The program
will tran 70 hedth care providers a the hedth posts on the new trestment protocols using
sulfadoxine pirimethamine (fansdar) for preventive treatment of pregnant women. In order
to provide a comprehensve antenatd care package, the program will place emphasis on
adherence to the new protocol. The THSP will dso promote ITNs in the hedth
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centersmaternity wards for mothers who come in for prenata vists. ITNs will dso be
promoted in the community through the care groups. Women will dso be able to purchase
these nets through a revolving mechanism based on ther regular contributions. Forty
women’'s groups will be identified as sde points for the purchase of ITNs. In addition, 120
CHWSs will be trained in retreetment techniques for the ITNs This will enddle the activity to
be more profitable a the community level. The program will tran 120 CHWS in re-treatment
techniques. Because CHWSs are not dlowed to digtribute medication for maaria, the program
will work with them to better recognize the signs and refer clients for appropriate trestment.

I nter vention Specific Approach: BCC, Access, Quality

Behavior Change Communication: IEC/BCC activiies will emphasze community
participation in the resolution of problems related to maternal and newborn morbidity and
mortality. The KPC identified a number of behaviors such & low utilization of prenatd care
and preference for a woman to assg a hirth. |[EC/BCC activities for maternal and child
hedth will therefore use a number of communication channels to address both men and
women. The care group will be the primary point of information sharing and learning for
pregnant women. The CHW will play an important role within these groups. As a woman,
she will be able to spesk about the intimate subject of childbirth and will be able to hep
women adopt hedthy behaviors that could eventudly save her own life and the life of her
newborn. The program will work with the decentrdized Structures of the women's groups to
reach the maximum number of women possible.

The program will use the tools developed by BASICS on materna and child hedth a the
community level and will develop a packet of key behaviors that will be reinforced within the
care group. These behaviors include exclusve breestfeeding for up to 6 months, developing
a birthing plan incduding messures for emergency care, and preparing nutrient dense foods.
The program will adso make use of the Safe Motherhood package developed by UNICEF to
tran CHWSs on the “Four Ddays’ which result in maternd mortaity. These are addressed
below:

DELAY #1. Dedays in problem recognition due to traditiona beliefs, low perceived risk, low
knowledge of causes of death, danger 9gns and complications, ineffective screening.  THSP
will address this dedlay through the maternal care groups and working through the hedth
fadiliies. Trained TBAs will dso be implicaed, as they will come to understand their limits
and refer women when necessary.

DELAY #2: Dedays in deciding to seek care due to women's low satus/lack of participation
in decison making, lack of birth planning/preparedness, high rates of unattended home births
and untrained attendants, poor qudity of hedth services THSP will target this delay by
working with grandmothers who heavily influence a woman's decison to seek care. Through
the women's groups, mothers will also have additiond community support to adopt hedthy
care seeking practices.

DELAY #3. Dedays in reaching the hedth facility due to geogragphic distance, lack of
resources to pay for services, inadequate communication and transportation systems,
inadequate knowledge of where to seek care and how to get to a facility. THSP will explore
effective means of trangportation with the intervention communities and through a sysem of
contribution both within the maternd care groups and in the communities themsdves,
mothers will have increased access to trangportation in cases of emergency.

DELAY#4: Ddays in receiving qudity trestment a the hedth facility due to lack of
medicine, supplies and equipment to treat complications, cumbersome adminidrative
processes, lack of competent, motivated personnd, lack of adequate supervison and
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management information systems, lack of outreech and follow-up mechanisms.  Africare is
implementing THSP in close collaboration with the digtrict hedth services. There is strong
commitment to ensure that these factors are addressed.

Key messages for expecting mothers and other program beneficiariesinclude:

Theimportance of prenatal care

Danger sgns for pregnancy, delivery and postpartum periods

The importance of immunization, iron supplementation, IPT and screening for
complications

The importance of hygienic and asssted ddliveries usng birthing kits

The importance of birth planning and planning for emergencies

The importance of immediate and exclusive breastfeeding for Sx months

The importance of child spacing and the avalability of family planning methods at
the health post, with the TBA and/or CHW

VVVY VVYVY

The god of the program’'s BCC activities is to engage soorntto-be mothers in practicing key
behaviors for hedthy deliveriesinduding:

> Sdection of an appropriate place for ddivery;

» Recognition of danger dgns in pregnancy by women and family members (bleeding,
convulsions, palor, labored bresthing, headache, swollen hands or face, fever);

» Underganding where, when, and how to obtain referra care. Households need to plan
for emergency transport to the hedth center or hospitd in case of unexpected
complications,

> Nutrition behaviors including increesed inteke of locdly avalable and affordable
foods, and immediate and exclusive breaestfeeding after birth;

> Actions to prevent infectious diseases hand washing; deeping under ITNs, and use of
condoms.

Hedth care providers will dso be targeted with IEC/BCC messages. Key messages for
hedlth care providers include:

» Theuse of asdfe hirthing kit

» Adhering to the mdaria case management protocols for pregnant women

Snce mde involvement is essentid to improve maternd and neonatd care in this traditiond
context, men and hedth committee members will be targeted for hedth education and
awareness. The program will use thester and other traditiond means of communication to
engage men in solving the problems related to maternd and child hedth. A loca troupe
cdled Ban Tae will be ingrumentd in the program’'s community mobilization activities.
The program will target community leaders with messages on key practices such as prenata
care and malaria prophylaxis for pregnant mothers.

Traned TBAs will be knowledgeable of family planning methods and will be able to counsd
new adopters on the variety of methods avalable They will continue in their role as
precribers of family planing methods. This will help mothers better plan ther future
pregnancies.

Access.  Increased access to care will be promoted through community mohbilization
activities desgned to increase community commitment and support of the hedth huts, which
ae community owned and managed faciliies  Africare is currently working with many
hedth committees who are running hedth huts in the intervention communities The god is
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to ensure that the community becomes more involved in the congruction, management and
upkeep of these huts to ensure that women have increased access to safe birthing spaces and
clean ddliveries.

Access is dso increased with an increased number of trained TBAs. Africare is working in
close collaboration with UNICEF. By training 200 TBAs, 400 new CHWs and a smadler
number of dready exising CHWS, the program is developing a cadre of trained hedth agents
who will be able to recognize obstetric emergencies, teach mothers about the quality of foods
and show them how to prepare nutrient dense meds for ther families. By placing CHWS in
even inaccessble areas, the program will have extensve reach, the program will build on
exiging knowledge and enable communities and households to adopt and practice key
behaviors rdated to maternal and child hedth. Lagly, by integrating Africare's other program
interventions, the program recognizes that purchasng power is key to adopting and
sugtaining the practice of key hedth behaviors.

Access to ITNs and safe birthing kits will be ensured through both the maternal care groups
and the didtrict hedth services. The program will work closdly with the women's groups to
create a social scheme tha rdies on a revolving credit sysem from which adl mothers can
benefit. Funds will be used to purchase safe birthing kits for mothers to be in addition to
ITNs. All women in the maternd care group and the collective in genera will contribute on a
regular bass to be determined internaly. Through this mechaniam, women will be gble to
finance ther safe birthing plans and ensure appropriate transportation to a hedth facility
should the need arise. Additiondly, in collaboration with the didrict hedth services, THSP
will work to ensure that women have access to IPT during pregnancy.

Quality: The THSP is collaborating with partners, including BASICS and the WHO, to use
tools that have dready been tested in the country on maternd and child hedlth. These tools
will offer program implementers a solid foundation on which to base the training activities of
the CHWSs. The program is aso working with a manud produced by the WHO to train the
hedth providers in Tambacounda. Currently, the WHO is working on vdidating the module
to be used to train community-based providers including TBAs and CHWSs. This should be
completed by July after which the MOH will makeit available to the public for use.

Ancther important community level worker is the TBA. Some of these are aready trained
and work in the hedth huts throughout the hedth district. However, much needs to be done to
increase their capacity to recognize obgtetric emergencies and to refer in gppropriate time.
Hedth pos midwivesnurses will help to train gpproximatdy 200 TBAs usng the saving life
skills module. Supervison of the TBAs will be important in assuring qudity of this
intervention.  The nurse of the hedth pogts will supervise the TBAs on a monthly bass
during the advanced drategies for vaccingion activities Midwives will dso play a key role
in supervison. They will supervise the TBAs on a quaterly bass. The BCC and Maternd
Hedth advisars and other program supervisors will dso be involved in the supervison
activities. They will make monthly vigts in order to keep the community-based HIS current.
TBAs will be required to collect various data on pregnant women and nutrition activities, and
will record the rdevant information in a notebook. This will be shared with the supervisor a
these mestings.

Nutrition/MicronutrientsExclusive Breastfeeding (20%)

Approach: Child survivd interventions such as nutrition, control of diarrhea, bresstfeeding
and weaning, use of ord re-hydration sdts, promotion of vitamin A and other important
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mingds and micronutrients, are dl very inter-rdated, and overlap in many ways. For
Africare, an organization with 30 years experience in African food security/nutrition
iniistives, nutrition and breestfeeding (including  micronutrients/'supplementation) are  not
segmented, but brought together with related interventions. Maternd nutrition is addressed
adong with child nutrition, and the importance of vitamin A and iron for women is taken on
equaly with vitamin A for children, dong with iodine and other important eements
Because of the reationship between diarrhea and manutrition, THSP will integrate this topic
in training of CHWs. Food qudity and quantity, food preparation and family eating practices
are linked with qudity drinking water, good hygienic practices with food, and other aspects
of daly life. The program will promote nutritious food, clean water, and sanitary behaviors
such as hand washing. The THSP plans to use the materna care group methodology and the
community based capacity building activities to address these inter-linked facets of life in
Tambacounda. C-IMCI will be the primary dtrategy used to dress the key practices that will
improve the nutritiona status of women and children in the intervention zone.

Exclusive Breastfeeding: An essentid component of the program’s nutrition intervention is
the focus on exclusve bresstfeeding up to 6 months. The program will use the postive
deviance approach working through the women's groups to reinforce this practice. According
to the basdine survey, only 24% of mothers reported exclusvey breastfeeding therr infants
for 6 months, while 68% offered other foods to ther children after ddivery. During the DIP
planning workshop, it was reveded that it was often the influence of the grandmothers on the
faher's dde that prevented a mother from practicing exclusive breastfeeding. In addition,
women did not understand the importance of giving the child colostrum after birth. To
counter the influence of the grandmothers in infant feeding, the program will target
grandmothers for IEC/BCC activities. The materna care groups within the women's groups
will incdude grandmothers, mothers-to-be, and other women of reproductive age. The CHW
will be responsble for educating these women on the benefits of exclusve breastfeeding
using amodd mother and infant as an example.

Vitamin A/lron Supplementation: The prevdence of anemia among pregnant women in
this region is approximately 50% (DHS, 1999). The MOH policy is tha pregnant women are
to recave iron supplements for the duration of pregnancy. Because many women ill do not
seek prenatd care, iron supplementation is low. Even among those who seek prenata care,
the mgority makes only one vist. As a rexult, women are not supplied with a sufficient
amount of pills for the duraion of her pregnancy. Iron folate tablets are widely avallable, and
underdanding of its importance is buildng among the population. Because anemia
contributes to a wide variety of problems during te course of pregnancy and postpartum, the
maternal care group approach will help ensure that pregnant women are dl provided iron
supplementation as needed. To help with compliance, the maternd care groups, supported by
the CHW, will stress the importance of taking the pills for the entire duration of pregnancy.

Vitamin A supplementation has proven to be an important intervention in maternd and infant
hedth. Severe sub-dinicd vitamin A deficiency has been found to be widespread in various
parts of Senegd (WHO, 1995). No prevaence sudies have been conducted in
the Tambacounda Region. Current government policy is to didribute vitamin A during
Nationd Immunization Days once a year. UNICEF, working in the Tambacounda region,
seeks to improve supplementation of Vitamin A for children every sx months The program
can help UNICEF achieve this god in its work with CHWSs, TBASs, hedth committees, hedth
centers, home vidts, and care groups. Vitamin A supplementation is a powerful Strategy that
THSP can promote and adminiser in remote villages and communities. The program will
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dso work with the women's groups to identify foods that they are currently fortifying and
producing that ae nutrient dense (vitamin A rich). These will be promoted for locd
consumption. According to nationa protocols, vitamin A will be administered to women 42
days after delivery.

Growth Monitoring: Africare is currently managing two nutritiond  interventions  in
Tambacounda, the Projet d' Appui et de Renforcements des Interventions en Nutrition et
Santé (PARINS) financed by the World Bank, and the Maka Community-Based Hedlth
Program financed by the Jgpanese government. These interventions cover the seven
neighborhoods in the urban center of Tambacounda (Abattoir, Camp Navétance, Dépbt,
Gourel Diadji, Libert¢, Médina Coura, Plateau, Pont). The PARINS program is
implemented in the Commune of Tambacounda and uses the community-based IMCI
framework to reach 6,431 children between O and 36 months and 3,288 pregnant women. The
THSP will work through 17 education and recuperaion stes that are managed by 17 hedth
committees. The program will creste a community sysem for data collection, andyss and
reditution for action. It will dso offer community-based services for nutrition, induding
growth monitoring and nutritiona recuperation.

The Maka Community-Based Hedth Program is currently being implemented in 6 villages of
the Maka Didrict (Kanouma, Kanta, Sankabari Bacary, Hoquéré, Cissé Counda,
Mboulembou) and is financed by JCA. The god of this project is to reduce materna and
infant morbidity and mortdity in the Didrict of Maka through increased utilization of the
hedth dructures by pregnant women, increesing the knowledge and use of family planning
practices (including the prevention of STISHIV/AIDS), improving the capacity of the hedth
sysem, reinforcing hedth services in the hedth huts and improving the qudity of those
savices. To date, Africare has congtructed and equipped 6 hedth huts and in conjunction
with the community have created corresponding management committees.  In addition, 6
credit committees have been formed to manage income-generating activities and 12 TBAs
and 30 CHWSs have been trained. These community workers have aready begun to conduct
IEC/BCC adtivities including community-based didribution in essentid medicines and
contraceptives.  Women's group members will be trained in this intervention to effectively
carry out growth monitoring activities.

These two programs will be integrated in the THSP as pilot Stes for growth monitoring
activities in the first two years of the program with plans to scde up to other program aress in
years 3, 4 and 5. Africare has chosen these Stes because they are aready well equipped with
scades, height gauges and an adequate supply of essentid medicines and insecticide treated
nets.  Further rationde for the choice of these activities is the necesdty of weighing activities
in the nutritiond intervention to ensure adequate growth and nutritiond satus of children.
However, because of the lack of suitable facilities throughout the hedth didrict and the lack
of funds, Africare will only use these proposed stes as test gStes for the proposed weighing
activities. Additional funding will be secured to enable these essentid activities to be carried
out in the entire hedth didrict.

At the test gtes, children will be weighed regularly. Those not growing according to age and
height will be refered to the CERN. After completing recuperation activities for the
manourished child, the daff a the CERN, in collaboration with the Women's Groups, will
be educated on proper nutrition for their infants and participate in food preparation
demondrations held at the center. Children who fail to grow will be referred to the women's
group in their village for help in obtaining nutrient- dense foods.
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Other Nutrition Activitiess The program will support efforts to rase poultry for locd
consumption, as it is nutrient-dense. The women's groups are currently investing in this
activity. Mothers will be encouraged to feed their children this meat and to increase the
vaiety of the foods. Women's groups are dso fortifying other locd foods. The women's
groups will benefit from micro-credit to expand these activiiess CHWs working with the
women's groups will integrate key messages during food demondirations.

I nter vention Specific Approach: BCC, Access, Quality

Behavior Change Communication: Nutrition education and other aspects of nutrition will
be reinforced through the use of maternd care groups and CHWSs. The program will train
CHWSs in targeted aspects of nutrition, with a focus on immediste bresstfeeding after
deivery, and exclusve breadtfeeding for 4-6 months, frequent, nutrient dense complementary
feeding axd continued breastfeeding until 24 months and nutritiond  management  of
diarhea. Hedth post nurses and CHWSs will be trained to provide vitamin A trestment for
diarhea and meades (as pat of IMCI) and didribute iron supplements to women during
pregnancy according to MOH dandard protocols, in order to support more remote
communities. The use of iodized sdt will dso be promoted in the program area During the
DIP workshop, it was reveded that dthough iodized sdt is avalable in the program area,
mothers do not useit in preparing their foods.

Women's groups will be essentid to attaining the nutrition objectives.  The women's groups
ae involved in food processng, fortification, and digribution. The program will foger
greater collaboration with the women's groups and the CERNs (Centre d' Education et de
Récuperation Nutritionelle) to hold food preparation demongrations. In the villages where
access to the CERN s difficult, the program will work through women's groups to host
demondrations within the materna care groups. This sdf-renforcing mechanism will be key
to ensuring that pregnant women are sufficiently nourished to carry a hedthy newborn to
term. Because women of al ages will be incorporated in this activity, it will hdp them learn
from each other and improve their own household practices.

IEC/BCC activities are intended to have a spillover effect in the program area While women
will be targeted for these demondrations because of ther traditiond role in the family, ther
knowledge will dso have an effect on the entire family. The exiging CHWSs in the program
area will be traned and will have the responghility of going into the village communities to
ek of the importance of key activities for the hedth and well-being of the mother and
child. They will work in conjunction with the program CHWSs in gaining maximum coverage
of the program area and educating the community on meatters rdating to nutrition throughout
the life of the program.

The program will use IEC materids from the PAIN (Paquet d’activités integrées pour la
nutrition)%s the nationd protocol for addressng manutrition¥zas well as the C-IMCI
framework to develop a core set of key activities to improve maternd and child nutrition.
Mothers will provide postive models for expecting mothers on proper nutrition for the infant.
By engaging grandmothers in the process, the program intends to a postive influence on the
behaviors of women participating in the materna care groups.

Quality: The program will use readily avalable and tested materids in its IEC/BCC
activities. These include tools developed by BASICS such as comprehensive training
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manuas for traning CHWs in maternd and child hedth, and the WHO/MOH manuds for
training hedth post gaff in IMCI and the management of illnesses.

The THSP will use exiging traners to assg in the training of other hedth post daff, TBAS
and CHWs. Using the pre-gpproved manuds, the program will ensure that the information
imparted to these trainees is of the highest qudity and that the informetion is uniform. By
reraining exigsing CHWS the program will ensure a levd of uniformity that will be
important for IEC/BCC activities throughout the entire program area.

The program will cosdy supervise its CHWs.  They will conduct community-based
digribution with the hep of a management committee that is located within the women's
group and is dready peaforming management functions. This group will ensure continuity in
the revolving drug fund and help ensure congstency in product avalability. The CHWSs will
be required to report on dl IEC and Community-Based Didribution (CBD) activities to the
management committee, as wel as to the program supervisors. The program supervisor will
receive the necessary training to ensure that appropriate data are collected and that the CHWs
are diligent in therr reporting. The CHWs will be linked to the nearest hedth facility to go
over program levd data with qudified hedth professonds and discuss problems
encountered. Thiswill be done on aquarterly basis.

Control of Diarrheal Diseases (10%)

Approach: Diarhea case management will condtitute a 10% leve of effort within the context
of the Tambacounda Hedthy Start Program. The KPC reveded that 45% of the mothers
reported that their children had suffered a case of diarrhea in the two weeks prior to the
survey. Less than haf (48%) of the mothers knew the causes of diarrhea and only 52% of
mothers who reported that their child had suffered a case of diarhea used ORT. The man
objective of this program component is therefore, to educate communities on the causes of
diarhea and methods of prevention including key behaviors such as use of ORT, hand
washing, treatment of water, sanitary digposad of feces, etc, and recognition of danger Sgns
for reference. The program will aso build on UNICEF's current interventions in the area of
improving water infrastructure in Tambacounda by promoting key preventive behaviors to
reduce the incidence of diarrheain the communities.

Diarrhea Case Recognition and Management: The program will improve diarrhea case
management a the community level through the training of 400 community hedth workers in
the causes, prevention, and trestment of diarrhea usng ORT. The CHWSs will be responsble
for traning care group members, mothers and community members in generd on diarrhea
including appropriate care seeking practices, and the danger signs in need of referrd to a
hedth fedlity. For smple cases tha are essly trested in the home, community hedth
workers will educate mothers on the use of ORT, a product that is widdy avalable in
Tambacounda. CHWs will dso focus messages on the importance of continued breastfeeding
if child is bresstfed, frequent feeding during illness and catchrup feeding following a
diarrhea episode.

Hygiene Promotion:  Community based prevention efforts will center around hygiene
promotion with specific emphass on: 1) Proper hand washing (with sogp) a critica times
(after defecation, after handling children's feces, before preparing food, and before feeding
children/egting); 2) Sanitary disposd of human feces, 3) Treatment of water in the household
possbly through treatment with bleach or through boiling; 4) Protection of drinking water
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from contamination; and 5) Protection of food from fecd contamination. Community Hedth
Workers and program gaff will dso work with hedth committees to revive village leve
sanitation committees. These committees are  responsible for maintain a sanitary environment
around the village. (Thiswas a reccomendation from the DIP restitution workshop)

I ntervention Specific Approach

Behavior Change and Communication: The KPC reveded low care seeking behavior
among mothers in the case of diarhea. Moreover, there was low prevalence of hand washing
a key points (7.3%). CHWSs will be ingrumentd in incressng mothers knowledge of the
key behaviors that can prevent diarrhea incidence as well as promote appropriate care seeking
prectices in the case of diarrhea in children.  CHWSs will be trained in key BCC messages,
namey continued intake of liquids and foods (for children over 6 months) and recognition of
danger sgnsincluding severe dehydration.

Community mobilization and sendtisation activities will focus on promoting sanitation and
hygiene a the household level with hand washing facilities, encouraging caretekers to use
ORS and readily avalable fluids mainly from cereds such as porridge and to seek immediate
cae when the child is sck. Awareness cregtion channels will incude drama showsfilms,
household vidgts by the CHWSs and didribution of IEC maerids on diarhea Postive
behavior change outcomes such as washing hands after latrine use with sogp/ash, correct use
of ORS and locdly avaldble fluids will be sudaned through congtant reminders by
community hedth workers a the household and community levels through mobilization and
sengtisation activities.

To further sugtan the program's BCC interventions, THSP's behaviour change
communication activities will build upon current efforts by UNICEF to increase water
availability in Tambacounda through the condruction of safe water points. It has been shown
that knowledge of key preventive behaviors for diarrhea is unsugtainable without means for
popul ations to adopt these behaviors.

Since submitting the final DIP in July, Africare Senegd has adso explored the possbility of
conducting operations research on the use of zinc in the treetment of diarrhea. This activity
will likely be funded in the course of the next year and will be further detailed in the
program’ s annua report.

Access:. The hedth facility assessment revedled that many of hedth facilities did not have

ord rehydration units. However, ORS iswiddy available in the communities. To ensure
continued accessto ORS, the project will work with the district on alogigtics plan to ensure
regular procurement and availability a the community levels. The program will facilitete the
procurement of stocks of ORS by care groups, to increase access at village leve. In addition,
the community health workers will have ORS as part of ther kits and will avall the packetsto
community membersin need.

Quality: As mentioned above, the program will use readily avalable and teted materids in
its IEC/BCC activities. These include tools developed by BASICS such as comprehensve

2 Africare’s Uganda Child Survival Program has shown the impact of these tangible benefits on the population
in adopting key behaviors.

27



traning manuds for traning CHWs in maend and child hedth, and the WHO/MOH
manuds for training hedlth post gaff in IMCI and the management of illnesses.

In addition, working in close collaboration with the hedth facility personne, the program

will ensure that gppropriate messages are being ddivered at the community levels. Thiswill
be accomplished through regular support supervison conducted by the project staff and the
hedth facility gaff. Asthe link between manutrition and diarrhea is clear, the community
health workers and other community volunteers will have a congtant opportunity to reinforce
key messages during growth monitoring activities which are conducted with the support of
the hedlth fadility Saff.

The qudity of operations research will be assured through close collaboration with the
district hospital and hedlth personnel and through the use of qudified consultants who will be
ableto follow up children who receive zinc supplementation and report on the results.

Malaria (20%)

Approach: The man objective of THSP's maaria component is to improve appropriate
maaria recognition and case management a dl leves paticulaly the home, community,
and hedth facility. The second component is community-based mosquito bed net sdes by
traned CHWs and women's groups. Activities a the community level will address hedth
education, mohilization, availability of essentid medicines and supplies, and referrd systems.
The man draegy to address mdaia in the program will be community IMCI, which will
cover recognition and better case management of maaria in the household/community and
health facility and the promation of key preventive and care seeking behaviors.

Improving Case Recognition and Management: The program will improve the qudity of
care by community-based providers to better recognize the signs of maaria and manage the
smple cases a the community level. The program will train 400 new CHWSs and will retrain
200 exigting CHWs in these topics. The CHWSs will be respongble for educating women and
communities on how to recognize danger signs and when to refer severe cases to the hedth
hut/post/center. Community based maariaintervention topics will indude:

Prompt treatment of fever with dua therapy as per the new treatment protocols
The importance of taking the full course treetment onceit is Sarted

Danger sgnsindicating cerebrd maariaor pneumoniawhich require referra
The importance of IPT for pregnant women

Use of ITNs, particularly for pregnant women and children under five

When and how to re-treat ITNS

The MOH's prefered dud thergpy is amodiaquine plus sulfadoxine pirimethamine
(fangdar). At present, it is not the national protocol to didtribute these drugs a the
community leve usng CHWs. The program anticipates that this may change during the life
of the program. For now, the program will train CHWs on the need for referral for trestment
a the nearest hedth faclity. The program will work with the target communities to develop
areferra and trangportation system for severe cases of mdaria.

In order to better improve case management a the community leve, the program will dso
hold a workshop with traditiond heders to discuss the signs of maaria, gppropriate trestment
and danger dgns requiring referra to a hedth facility. The program recognizes that in many
cases, traditiond heders are the first line of defense for illness, especidly mdaia a the
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community level. This exchange workshop will increase ther cgpacity to diagnose the signs
and recommend appropriate treatment for thelr clients.

Hedth Pog Levd: The KPC reveded that 78% of women interviewed had taken some form
of anti-mdarid during their pregnancy and that for the most part they had used chloroquine
(96%). Chloroquine is no longer the first line drug. The MOH has instead recently opted for
the use of sulfadoxine pirimethamine for the trestment of maaia in pregnant women. The
MOH istraining dl of its agentsin the new IPT protocol.

Community Based Distribution of ITNs: The THSP will support locd efforts to sdl high
quaity ITNs a a reduced price a the village level through women's groups, hedth huts and
other hedth posts. Africare will purchase an initid stock of ITNs to be included in the initid
dock of items for community-based distribution by the CHWs.  Since the CHWSs will be
chosen from among the women's groups, the management committee of the women's groups
will be the principd control mechaniam for these items. Untreated nets are currently being
sold in the commune for 1,500 CFA. In the more rurd aress, Africare will work with the
community and the management committee to set an affordable price.

PermaNet, a mgor didributor of ITNs in Senegd, with products made under Danish
management, offers a 35% reduction in price for Africare sponsored activities. These nets
will be provided to women and children at substantialy reduced prices as part of a package of
benefits that the care group strategy offers. Women can purchase a net directly, or negotiate
to pay for the net over time. There are many ways to bring information and supplies to remote
communities in need; the groups and committees will decide what method is best for them.
The am is to improve access and use of nets for dl women and children. These mechaniams
will be further detailed through local discussons and community level decisons.

The permanently treated nets are not widespread in the program area. Because there are many
points of sde for bed nets including the pre-treated nets, re-treetment of ITNs will be an
important component of this strategy. The program will create 40 re-trestment podts that will
be managed by area CHWSs. Not al CHWSs will be trained in re-treatment techniques in order
to mantan profitability. These paticular CHWSs will be given the re-trestment solution to be
included in ther entire sock of items for community-based distribution. Insecticide is
available at standard prices through the nationa pharmacy.

Africare has investigated using the private and public sectors to market ITNs, and can obtan
these nets a a subdantidly reduced price. This intervention will use the same didtribution
systems as described under the maternd and newborn care intervention to assure availability
of drugs, ITNs, and insecticide for net re-trestment a the community levd. In generd,
mosquito nets are aso typicdly avalable in markets and a centrd hedth pogs, dthough the
cost (3,500 CFA) has proven to be beyond the perceived purchasing power of most residents.

Intervention Specific Approach: Behavior Change Communication, Access, Quality

Behavior Change Communication: CHWSs will be ingrumentd in increesng the knowledge
base for maaria and promote the key practices to contribute to a reduction in the incidence of
maaria in the program area and an increase in the use of ITNs by women and children.
During the KPC survey, only 18% of women reported having dept under a mosquito net the
night before.  Although many households may possess a mosquito net, it is usudly reserved
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for the heed (man) of the household. Because of inadequate resources, most families may not
be able to purchase more than one mosguito net.

CHWs will work with the maternd care groups to establish a revolving credit fund for the
purchase of ITNs for the pregnant woman. Depending on the mechanism that the group
decides upon, women may be able to purchase the net on amonthly installment basis.

The CHWSs will dso be respongble for participating in socid mobilization ectivities. These
activities will be conducted on a semi-annud bass during Africa Mdaria and World Hedth
Days and during the rainy season when maaria is more prevaent. The program will engage
the locad troupe Bam Tae and use traditiond means of communiceation to increase loca

participation.

Access. Because of lack of hedth facilities throughout the program area and the affinity of
the population to use traditional heders as ther fird line of defense for dckness (especidly
for mdaria), the program ams to increase overdl access to hedth services and service
delivery by traned professonas. This does not mean a negation of the services that
traditiona heders offer, but rather better collaboration between this private sector group and
the program collaborators. The one-day workshop with treditiond heders will build ther
capacity to recognize the dgns of mdaria that require immediate referra as well as enable
them to better advise ther clients This approach will further strengthen the capacity of
communities to manage mdaria

Quality: To ensure qudity of hedth post sarvices it is vitd that essentid drugs ae
consgently avalable and that equipment (especialy for obstetric emergencies) is functiond.
The program will work with the hedth post gaff to ensure timely restocking of hedth huts
and CHWs for the continuation of community-leve activities. Monthly debriefing mestings
between management committees and CHWS, fidd agents and hedth facility staff will endble
them better plan thelr orders based on the sdes and demand. The program is aso looking
towards the cregtion of buffer stocks at the hedth huts/posts for regular restocking of the
CHWSs. The hedth committees will be indrumenta in ensuring regular procurement
according to sdes and consdent availability of adl medications through regular meetings with
CHWs, hedlth post taff and TBAS.

The program will develop a procurement sysem that relies on nationdly accepted drugs.
These drugs will be acquired from the national pharmacy, thereby ensuring ther qudity. In
addition, insecticide trested nets will be acquired from PermalNet, the mgor didributor of
ITNs in the country.

Traning of hedth post daff in the new treatment protocols will dso hep ensure qudity
trestment for pregnant women.

CAPACITY BUILDING

An essentid component of the THSP is training that builds the cgpacity of the hedth system
and the communities to better address the problems linked to maternd and child hedth,
nutrition and malaria

Hedlth Sysem: The Hedlth Didrict of Tambacounda has established the following priorities:
1-Decrease materna and children mortality

2-Decrease infectious diseases

3-Assure proper functioning of the Hedlth Didtrict
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4-Monitoring and evauation of heglth programs

(NB. The newly formed Koumpetoum Didrict is in the process of developing its priorities
and plans)

The Tambacounda Hedthy Stat Program will build the cepacity of the hedth didricts by
traning hedth post deff; traning community-levd workers including TBAs and CHWS,
increasing collaboration between the hedth sysem and traditiond heders and fostering
better collaboration between other loca groups that are currently involved in hedth
promoting activities, including women's groups.

Health Facility Level: Hedth fadlity saff will benefit from traning rdated to the nationd
protocols for the management of maaria in pregnant women, management of newborns, and
counsding in family planning.

Because of issues rdding to qudity of care a the hedth facilities, the program will aso train
hedth facllity saff and reproductive hedth counsdors in the Client-Oriented Provider
Efficient Services (COPE) methodology. The god of this training is to hdp providers of
reproductive hedth care become more aware of their clients needs and use avalable
resources more efficiently to improve the qudity of services. Use of COPE tools will alow
the program daff to target a broad range of reproductive hedth services including, including
prenatal, postpartum and newborn care; labor and delivery; STls and HIV/AIDS. The COPE
methodology will engble the trainee to undersand the importance of 1) establishing rapport
with the dient; 2) focusng on individud needs 3) communicaiing medicd information
clearly; 4) giving clients therr choice; and 5) planning the next seps.  This will be especidly
important for follow up vidts during the women's pregnancy and catering to the women's
reproductive hedlth needs including birth spacing.

Nearly eighty percent of the women in this region give birth a home, with only the support
and know-how of the village TBA. Her ability to respond appropriately under both norma
and difficult conditions will decide the fate of both mother and newborn. Therefore, practicd
skills development is the crucid dement behind cgpacity building programs, in order to
heighten performance levels of these key community members. The THSP will emphesize
targeted and practicd training for TBAs in safe and clean ddiveries and for hedth post
nurses in Emergency Obgetric Care. The program will collaborate with the American
College of Nurse Midwives to ensure the accuracy of training modules.

The training plan for dl program collaboratorsis as follows:

Activity | Target Group | Content | Trainer
MALARIA

Refresher training on Hedth Facility Use of IPT for pregnant Didrict Hedth
standard case Staff women; correct dosage Team
management and and duration of fansdar;
management of mdaria care of severe cases
in pregnant women
according to nationa
protocols
Training on madaria 400 new CHWSs, | Mdariatransmisson; Didrict Hedth
case management at the | 200 existing prevention (using ITNS); Tean/Africare
community leve CHWsSs, 280 recognition of danger

TBAS, traditiond sig_]ns promotion of
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heders

madaria prophylaxis for
women; communication
and behavior change
drategies

Traning in net re-
treatment

40 CHWs

Timdinefor net
retrestment, techniques

Africare

SAFE MOTHERHOOD

Training of trainersin
safe motherhood/ EOC?

12 Digtrict hedth

Seff

Safe motherhood/ EOC
management, prenatal
care, €ic.

Didrict Hedth
Team/Africare

Refresher training in
ANC/EOC (see above)

70 hedlth fadility
Staff (midwives)

Monitoring pregnancy,
identification and
management of risk
factors, diagnosis of
pathologies related to
pregnancy, management
of maariain pregnancy,
etc

Didrict Hedth
Team

Revolving Fund for
Hedth

400 women's
groups

Crestion; maintenance;
uses of funds; financid
management; record
keeping; development of
community mohbilization
and transport system for
EOCs

Digrict Heath
Team

Traning in Data
Collection

280 TBAs

Types of datato be
collected; uses of data

Digrict Heath
Team

Traning/Refresher
Training in Life Saving
ills

280 TBAs

“Saving Life kills’
Module; Theory and
practice of child birth;
clean and safe ddliveries,
Importance of prenatal
care; identification of
complications,
Importanceof TT, iron
folae, vitamin A;
protocols for
supplementation;
schedule

Digdtrict Heath
Team

Traning in Family
Panning and counsdling

FP counsdors;
auxiliary hedlth
fadlity daff

Communication
techniques, contraceptive
methods

Digrict Heath
Team

Training in importance
of TT; ironfolate,
vitamin A

200 TBAs,
CHWSs

Importanceof TT, iron
folate, vitamin A;
protocols for
upplementation;
schedule

Digrict Heath
Team

% The District has aready conducted this training.

32




Traning in recognition 200 TBAs, Danger Sgnsin need of Didrict Heeth
of danger sgnsand CHWs referra Team
referra
Training on importance 200 TBAs, Importance of colostrum Didrict Heath
of immediate and CHWs for newborn; importance Team
exclusive breastfeeding of immediate and
excludve breastfeeding
Traning of Community 200 members of Hedlth committee Africare/Didtrict
hedth committee hedth cregtion; composition, Hedth Team
members committessin role and respongbilities
villages where of members, satute;
thereisahedth management of resources,
hut primary hedth care
Traning in Client All community- COPE methodology Consultant/
Oriented Provider based and health- Africare
Efficient (COPE) fecility workers,
TBAsand hedth
fadlity gaff and
Africare
Supervisors
NUTRITION/EXCLUSIVE BREASTFEEDING
Traning in generd CHWSs Exclusve breastfeeding; Didrict Hedth
nutrition principles importance of feeding Team/Africare
during illness; nutrition
during pregnancy;
identification of
underlying causes of
manutrition; vitamin A
and iron rich foods
Growth Monitoring CHWSs, women's | Importance/Techniquesof | Didrict Hedth
groupsinvolved GM Team/Africare
in GM activities
Traning in nutrition CHWSs, women's | Communication and Didrict Hedth
promotion and groupsinvolved behavior change Team/Africare
counsdling in GM activities drategies
Traning of auxiliary 30 auxiliary Vaccination techniques Didrict Hedlth
hedth g&ff in hedth saff for advanced Strategies, Team
vaccination techniques identification of missed
opportunities
Training of Tranersin 12 Didrict C-IMCI Africare
C-IMCI Hedlth Staff
CONTROL OF DIARRHEAL DISEASES
Training in diarhea CHWswomen's | Recognition of danger Didrict Hedth
case recognition, groups sgnsof diarrheathat Tean/Africare
management require immediate care

from an appropriate

provider; early use of
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ORS, continued
breastfeeding if the child
is breastfed; frequent
feeding of amdl amounts
of food during diarrheg,
and catch-up feeding
following the diarrhea
episode.

Traning in hygiene
promotion

CHWSs, women's
groups

Key BCC messages
induding increased intake
of fluids/foods; proper
hand washing (with soap)
a critica times (after
defecation, after handling
children's feces, before
preparing food, and
before feeding
children/esting); sanitary
disposa of human feces,
especidly the feces of
young children;
Treatment of water in the
household; Protection of
drinking water from
contamination using locd
technologies; protection
of food from fecd
contamination.

Didrict Hedth
Team/Africare

Traning/orientaion in
correct utilization of
ORS

CHWs, Care
Groups

Community Leve: Africare€s work through the Federation of Women's Groups, a loca
NGO with representation in 500 villages of the Tambacounda and Koumpemtoum Hedth
Didricts will serve a number of purposes. For one, Africare will be building the knowledge
base of its members through the ®lection and training of a member within the group to serve
as a CHW. Second, the collaboration will open these locd initiatives up to increased access
to micro-credit. Third, this collaboration will begin a process of sharing and reinforcing
community mechanisms to improve the hedth dtatus of mothers and children throughout the

hedlth district.

Thematic areas of capacity building for local partners areillusirated in the following table:

THEME PARTNER TARGET DURATION
NUMBER

Organizationa Women's 400 2 days

Functioning Groups

Group Dynamics Women's 400 2 days




Groups
Community Hedth Women's 400 2 days
Funds Management  Groups
& Good
Governance
Marketing Women's 400 3 days
Groups
Entrepreneuria Women's 400 2 days
Soirit Groups

Community-Based Health Information System: Currently Tambacounda area TBAS
callects the following data:

Number of WRAS

Number of pregnant women

Number of home deliveries

Number of deliveriesin hedth huts (where there are hedlth huts)
Number of pregnant women receiving iron (where there are hedth huts)
Number of diarrhea cases (Where there are health huts)

Number of diarrhea cases referred to hedth posts (where there are hedlth huts)
Number of malnutrition cases seen (where there are hedlth huts)
Number of women starting exclusive bresstfeeding

Number of women who finished exclusive breastfeeding

Number of referrds

Number of births

Number of abortions

Number of desthsin childbirth

Number of women referred for family planning services

Number of women referred for ante-natal care

CHWs collect:

Data concerning the number of products distributed by CBD (iron, vitamin A, ORS,
condoms, and spermicide)

Data concerning IEC/BCC activities (number of group discussons, number of home
vigts, number of counsding sessons, number of discussons, number of video
projections)

Number of sick children referred

Number of STIs referred

Number of cases of infertility referred

The community hedth committee collects

Number of paid consultations per month
Number and kind of medicines sold
Number of ITNs sold

Number of ITNs retreated

Amount of credit distributed

Digtrict Level Health Information System: Currently the digtrict hedth post saff collects
the following data:

Number of consultations
Number of pregnant women who deliver
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- Number of family planning referrds

- Number of pregnant women for antenatd care
- Number of desthsin childbirth

- Number of births

- Number of referrds for growth monitoring

- Number of bed netsin stock, sold

- Number and kinds of drugsin stock, sold

Integration of Community and District Level Health Data: At present there is no formd
sysem linking community level data to the hedth fecility data The program will facilitate
quarterly feedback sessions including the didrict level daff and the community leve workers
0 as to foder exchange of information. Community level saff will dso be adle to ask
questions on cases they may have encountered a the community level, thereby reinforcing
their capacities and skill base. Because of Tambacounda's locetion, the coverage of the
population offered by THSP will dlow the didrict hedth sysems to undersand the hedth
issues encountered in villages where access to care is non-existent. CHWs will report on
activities to ther supervisor on a monthly bass. TBAs a the hedth huts dready collect
information that is sent to the hedth pods and the midwives. The Didrict Medicd Officers
will paticipate in these review sessons on a quaterly bass and use the data for planning
purposes during the monitoring sessons organized by the MOH.

The THSP will dlow TBAs and CHWSs to improve data collection. The purpose of the
community-based HIS is to track maternd and child hedlth data a the community level and
dlow communities to use this information to inform decisonrmaking and action. The HIS
will be further refined in collaboration with the village hedth committees CHWSs and other
hedth gaff whom the program will train in the use of data-gathering tools, compilation and
reporting. The CHIS will capture information on vitd events (deeths, births, and referras)
with focus on children under five and pregnant women. It will compile data on criticd
behaviors such as bed net use, completion of immunization, and prenatd care seeking.
Additiond data will be compiled in collaboraion with the hedth huts where weighing
activities are teking place on the nutritiond status of children under five. All community leve
workers will be required to collect information on the number of referrds made, in addition
to the number of births.

Sources of data will include the CHW/hedth committee records for CBD and IEC/BCC
activities, women's groups on IGA and other nutrition-reaed activities and hedth facilities
records.

Data Collection (Program Level)

Data Source Sample Documents | Information Collected Frequency

CHWSs Activity notebook Number of IEC | Monthly
activitiess, home  vigts,
number of CBD items
sold, number of referrds
given, number of infants
monitored on  growth,
number of food
demondgrations, numbers
of people  attending
various activities,
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Data Source Sample Documents | Information Collected Frequency

number of drugs sold

TBAs Activity notebook Number of  pregnant | Monthly
women, number of
births, number of
referrds to hedth

fadlity, exdusve
breastfeeding,
Hedlth Committee/ Activity/purchase/lsde | Number of loans given, | Monthly
Women's Groups notebook number of items sold,

profits from sde of CBD
items, number of IG
activities, number  of
hygiene kits distributed

Hedth Fecility Staff Activity notebook Number of  pregnant | Quarterly
women, number of
births, number of

referras from

community to  hedth

fadlity
KPC KPC Report Outcomefimpact data Basdine/Find
LQAS Midterm  Evduaion | Outcome/lmpact data Midterm

Report

Other data sources throughout the life of the program include two KPCs (basdine and find),
an LQAS (mid-term), severd PRAS, a number of targeted quditative assessments and
operational research surveys.

3. Program Monitoring and Evaluation Plan

The basdine KPC survey was conducted with representation throughout the intervention
zone. The basdine and find surveys will be used to measure program impact. The midterm
LQAS and program monitoring data (C-HIS) will be used to assess program progress and
drategies, and make adjustments where necessary. In addition, Africare has conducted a
basdine participatory inditutional assessment for aea CBOs, and a Hedth Fadlity
Assessment (HFA) in the MOH hedth posts where the program will be working. These
asessments, and the resulting work plan with indicators (see next section), provide the basis
for monitoring and evauding inditutiona capacity building. The program will dso conduct
preliminary quditative studies on beliefs, attitudes and practices with respect to materna and
newborn care (for example, knowledge and beliefs about anemia) and mdaria (for example,
loca practices and net use) in order to better tailor these behavior change Strategies.

The program will rey on quaterly reports generated by the MOH and Africare fidd
supervisors for monitoring program activities and inputs. Hedth post reports currently
include sckness conaultations, family planning and prenata vidts, and atended deiveries
with their outcome and report monthly on outreach activities. Prenatd and ddivery and
diarhea and madaria consultations will be used to monitor service utilization and obgtetric
complications  The program will dso monitor MOH activities including supervison,
outreach, and other activiies on the action plans. Africare fidd supervisors will be
repongble for collecting information on activities a the community levd. CHWs and hedth
committees will track sdes of medicines and money recaved as pat of managing the
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revolving funds. They will dso collect information on activities related to income generation
and credit, transport systems and referrd. They will track individud pregnant women and un-
immunized children under five in order to assure coverage through essentid preventive
activities induding birth planning. This information will be compiled by the fidd supervisors
and reviewed by hedth committees, hedth post staff, and program steff.

The program will particularly focus on documenting its lessons learned in: C-IMCI, cost
recovery a the community levd, inditutiond capacity building, and integration of micro-
credit and hedth programs. These will be emphaszed during midterm and find evaduations.
Results can be disseminaied to the child survivd community through CORE and Working
Group meetings (IMCI, malaria, and safe motherhood).

Program &aff and loca partners receive exposure in smdl-sample survey design, data
collection, and andyss incduding grgphic presentation and use of information for
program design.

Program gaff and locd partners use their kills by participating in basdine and end-of-
program surveys with both quantitative and quditative deta.

Progran sakeholders develop ownership and integrd understanding of program:
generated data as well as relevant secondary data and studies.

The program will atan the fird two objectives by involving key program dakeholders
(program daff and locd partners) in the design of formative quditaive research. An integrd
pat of program planning is developing an M&E plan and a C-HIS system that emphasizes
sectively collecting data tha ae conscientioudy used to improve service ddivery and
program results.

The end-of-program survey and find evauation agan provide important opportunities for
grengthening M&E <kills of program and patner daff in smdl-sample survey design, data
collection, andyss, and interpretation of behaviors and practices adopted by mothers and
caetekers of infants and young children. The find evaduaion will adso involve program
dakeholders in invedtigating the program’s capacity-building outcomes that have amed a
sudaning high qudity and extended-coverage service ddivery. Additional  program
outcomes may increase local competence in terms of broader maternd and child hedth
(MCH) knowledge, monitoring of quaity of cae and hedth workers performance, and
organizationd  dructures developed a the community levd. Smdl-sample survey
implementation aso provides an opportunity to build capacity within the CBOs
Implementation of the PMP includes a basdine survey, programmatic needs assessment,
asessment of commodities and surveillance systems, measurement of process results (semi-
annud, such as C-HIS data, monthly reports, etc.), measurement of objectives and indicators
(KPC), mid-term LQAS (after 2 ¥z years), and find evduation (after 4 %2 years). THSP will
be implemented directly over aperiod of five (5) years.

Monitoring Health Worker Performances To monitor and improve the performance of
hedth workers, the program will provide continuous refresher trainings in the intervention
topics through a training of traners, taking into account any changes in naiond protocols,
such as mdaria case management. Pree and post-tests will be used to determine the
effectiveness of the trainings With the community-based HIS, the program saff will work
with the digrict hedth daff to monitor data and identify further training needs. Program
upervisors, usng supportive supervison techniques, will vist CHWSs regulaly and asss
them in ther socid mobilization activities Supervisors will adso use direct observation
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techniques, checklists, and discussons with community groups and focus groups with dients
to monitor progress.

To promote qudity of service, program activities will be implemented under nationdly
accepted guiddines, usng tools and traning manuas developed by progran partners
including BASICS, WHO and UNICEF. The program will aso use the digtrict hedth teams
supervison checklists to monitor community level hedth activities.

The M&E skills of loca gaff and partners will be strengthened in the following ways.
- Paticipation in basdine, midterm and find evauations
- Paticipation in progran deering committee and  monitoring/planning
workshops
- Paticipation in the identification of program indicators
- Integration of community-based HIS with the digtrict’'s current reporting
system

Operations Research: The THSP will carry out a number of operations research activities,
including 1) the use of TBAS to decrease maternal mortality; 2) the use of women's groups to
promote maternd and child hedth; 3) involving grandmothers in mother and child hedth
projects. A fourth area has potentid to be added, namely use of zinc in treetment of diarrhea
episodes.
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4. Work Plan

Program God: The overal god of THSPisto decrease morbidity and mortality rates of
mothers and children under one year of age by strengthening community based hedlth care
sarvices and information and community linkages with the hedth care system.
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Objectivet1: Increase access to, demand for, and use of quality materna and child hedlth services.

Indicator #1. Percentage of women making at least three ANC visits. Benchmark: 33%. Target: 60% (KPC: BL, FELQAS: ME)
Indicator #2: Percentage of ddiveries attended by skilled birth attendants. Benchmark: 45% Target: 60% (KPC: BL, FE. LQAS: ME)
Indicator #3: Percentage of newborns breastfed during the first hour after birth. Benchmark: 20% Target: 30% (KPC, LQAYS)
Indicator #4. Percentage of women using aleast one modern method of contraception. Benchmark: 10% Target: 13% (KPC, LQAYS)

Major Activities Activity Focus TimeFrame Per sonnel BenchmarksTargets | StatusComment
Household Basdine 80%
Didributeiron to A Starting January 2005 400 CHWs Procurement/distri buti Target: 90%
pregnant women on mechaniam for iron

established and
Make IEC/BCC BC Starting January 2005 400 CHWs functioning
home viststo
pregnant women Home visits made on a
regular basis as per
CHW activity log
Community Mestingswith
Meet withwomen's | A, BC, Q August 2004-August 450 women's women’s groups
groups to organize 2005 groups held/care groups
materna care organized
groups
A, Q 450 women's Regular contributions
Develop August 2004-August groups from group members
contribution system 2005 per mechanism
for materna care established
groups A 600 Care Groups
Procurement/distributi
Procureinitid stock Before December 2004 on mechanism for
of iron and Vitamin Vitamin A, hygiene
A A, Q 600 Care Groups | kits established and
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Obj ectivet1: Increase access to, demand for, and use of quality materna and child hedth services.

Indicator #1: Percentage of women making at least three ANC visits. Benchmark: 33%. Target: 60% (KPC: BL, FE.LQAS: ME)
Indicator #2: Percentage of deliveries attended by skilled birth attendants. Benchmark: 45% Target: 60% (KPC: BL, FE. LQAS. ME)
Indicator #3: Percentage of newborns breastfed during the first hour after birth. Benchmark: 20% Target: 30% (KPC, LQAYS)
Indicator #4. Percentage of women using aleast one modern method of contraception. Benchmark: 10% Target: 13% (KPC, LQAYS)

Major Activities Activity Focus TimeFrame Per sonnel BenchmarksTargets | StatusComment
functioning
Procure hygiene kits Starting August 2005
for safe and clean A, Q 450 Women's Birthing kits procured
births Groups and digtributed to all
Starting August 2005 Africare, MOH trained TBAs
Procure birthing kits Referrd and Transport
for TBAs A 600 Care Groups | system established and
functioning within
Develop referrd and Starting August 2005 eech village
transport system BC 400 CHWs
within each CHWsregularly
community Starting August 2005 conducting IEC/BCC
activities as per
Implement activity log
IEC/BCC activities
(theater, group
discussons)
Health Facility
Supervise TBAs Q Starting March 2005 27 Hedlth Post Supervison of TBAS
nurses done on amonthly
1 Hedlth Center basis by ether the
nurse Midwife or the Hedlth
Post Nurse
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Obj ectivet1: Increase access to, demand for, and use of quality materna and child hedth services.

Indicator #1: Percentage of women making at least three ANC visits. Benchmark: 33%. Target: 60% (KPC: BL, FE.LQAS: ME)
Indicator #2: Percentage of deliveries attended by skilled birth attendants. Benchmark: 45% Target: 60% (KPC: BL, FE. LQAS. ME)
Indicator #3: Percentage of newborns breastfed during the first hour after birth. Benchmark: 20% Target: 30% (KPC, LQAYS)
Indicator #4. Percentage of women using aleast one modern method of contraception. Benchmark: 10% Target: 13% (KPC, LQAYS)

Major Activities Activity Focus TimeFrame Per sonnel BenchmarksTargets | StatusComment
Digtrict # Revolving
Train 12 trainersin A July 2004 Didtrict hedth 12 trainerstrained in fundsbeing
reproductive hedlth, steff RH/FP re-supplied
family planning, regularly
IEC/BCC without stock

A, Q,BC outs
Train 400 CHWSsin August 2004- August 400 CHWSstrained in # Care groups
reproductive health, 2005 12 trainers communicetion operationd at
family planning, techniques for RH/FP the end of the
IEC/BCC A,Q program
# Hedlth post
Tran 12 tranesin 12 trainerstrained in sarvices and
life sving kills A, Q August 2004 Consultant Life Saving Skills systems
ACNW independently
Tran 200 TBAsIn Q 200 TBAstranedin managed and
sving life ills September 2004- 12 trainers Life Saving ills controlled
September 2005 % Volunteers still
Train 30 nurseson Q 30 nursestrained in active at end of
supervison January 2005 Didtrict hedth supervison techniques | program that are
techniques SF: i
Africare Exchange vist
Organize exchange August 2004 organized and
vigt to Kebemer Africare conducted
(MCH pilot gte) for
digtrict and program
Seff Supervision of CHWs




Obj ectivet1: Increase access to, demand for, and use of quality materna and child hedth services.

Indicator #1: Percentage of women making at least three ANC visits. Benchmark: 33%. Target: 60% (KPC: BL, FE.LQAS: ME)
Indicator #2: Percentage of deliveries attended by skilled birth attendants. Benchmark: 45% Target: 60% (KPC: BL, FE. LQAS. ME)
Indicator #3: Percentage of newborns breastfed during the first hour after birth. Benchmark: 20% Target: 30% (KPC, LQAYS)
Indicator #4. Percentage of women using aleast one modern method of contraception. Benchmark: 10% Target: 13% (KPC, LQAYS)

Major Activities Activity Focus TimeFrame Per sonnel BenchmarksTargets | StatusComment
Starting March 2005 by fidd agents
Supervise 400 Didrict Hedlth conducted monthly
CHWs Teams




Objective#3: Improve nutrition of women and children, including Vitamin A supplementation and exclusive breastfeeding.

Indicator #1: Percentage of mothers practicing exclusive breastfeeding for sx months. Benchmark: 24% Target: 30% (KPC: BL, FE.
LQAS: ME))

Indicator #2: Percentage of mothers taking vitamin A forty-two days after ddlivery. Benchmark: 11% Target: 60% (KPC: BL, FE.
LQAS: ME)

Indicator #3: Percentage of children 6-60 months of age recelving vitamin A supplementation in the previous Sx months.

Benchmark: 40% Target: 80% (KPC: BL, FE. LQAS. ME.)

Indicator #4. Percentage of households using iodized sdt. Benchmark: 49%. Target: 70% (KPC, LQAS, ME, FE)

Indicator #5: Children less than 60 months with diarrheawho are treated with ORT at home. Benchmark 52%; Target 65% (KPC:
BL, FE. LQAS ME.)

Indicator #6: Percentage of mothers who know the signs of diarrhea needing treatment

Major Activities Activity Focus Time Frame Per sonnel BenchmarksTargets | StatusComment
Household
Promote utilizetion BC Starting January 2005 400 CHWs CHWSs conducting
of iodized st in 600 Care Groups | IEC/BCC activities
households regularly among the
maternal care groups
Promote exclusve BC Starting January 2005 400 CHWs
breastfeeding 600 Care Groups
Community
Organize BC Starting September 600 Care Groups | Monthly
community 2005 demondrations by
demongtrations of care groups held
proper weaning
food preparation
A 600 Care Groups
Assgt women's Starting September 450 Women's Micro-credit is
groupsin accessing 2005 Groups accessible for
micro-credit for women’s groups
nutritiond activities
A Q,BC Didrict Hedth
Organize Teams
community leve Starting July 2004 20 CHWs Growth monitoring
growth monitoring 50 Women's activities on monthly
activities a pilot Groups basis
gtes A
400 CHWs
Starting December

Oraanize CBD of 2004




Obj ective#2: Improve case management of madaria at the community and hedth post leves.

Indicator #1: Percentage of pregnant women with accessto IPT. Benchmark: 2% Target: 60% (KPC: BL, FE. LQAS: ME)
Indicator #2: Percentage of caregivers recognizing severe danger signs of maaria and seeking gppropriate care within 24 hours.
Benchmark: 48% Target: 60% (KPC: BL, FE. LQAS: ME)

Indicator #3: Percentage use of ITNs among pregnant women. Benchmark: 18% Target: 50% (KPC: BL, FE. LQAS: ME.)

Indicator #4. Percentage use of ITNs by children<2. Benchmark: 21% Target: 50% (KPC: BL, FE. LQAS. ME.)

Major Activities Activity Focus TimeFrame Per sonnel BenchmarksTargets | StatusComment

Household
Make IEC/BCC BC Starting January 2005 400 CHWs IEC/BCC activities
home vidtsto carried out
mothers and
caregivers
Community
Create 40 units for A January-April 2005 Africare 40 unitsfor
sde and trestment Women's retrestment of bed nets
of ITNs Groups created

Women's

Federation

A April 2005

Procure aninitid 400 Initia stock of ITNs
stock of 25,000 Communities procured for CBD
ITNs 450 Women's

Groups

A April 2005-August MOH
2005 450 revolving funds

Establish 450 Africare for CBD created and
revolving funds for Women's functioning
CBD of ITNs Federation
Health Facility
Supervise IEC/BCC | BC Starting March 2005 27 Hedlth Post
activities nurses

1 Hedlth Center
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Obj ective#2: Improve case management of madaria at the community and hedth post leves.

Indicator #1: Percentage of pregnant women with accessto IPT. Benchmark: 2% Target: 60% (KPC: BL, FE. LQAS: ME)
Indicator #2: Percentage of caregivers recognizing severe danger signs of maaria and seeking gppropriate care within 24 hours.

Benchmark: 48% Target: 60% (KPC: BL, FE. LQAS: ME)

Indicator #3: Percentage use of ITNs among pregnant women. Benchmark: 18% Target: 50% (KPC: BL, FE. LQAS: ME.)
Indicator #4. Percentage use of ITNs by children<2. Benchmark: 21% Target: 50% (KPC: BL, FE. LQAS. ME.)

Major Activities Activity Focus Time Frame

Per sonn€l

Benchmarks/Targets

Status/Comment

nurse
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Obj ective#2: Improve case management of madaria at the community and hedth post leves.

Indicator #1: Percentage of pregnant women with accessto IPT. Benchmark: 2% Target: 60% (KPC: BL, FE. LQAS: ME)
Indicator #2: Percentage of caregivers recognizing severe danger signs of maaria and seeking gppropriate care within 24 hours.
Benchmark: 48% Target: 60% (KPC: BL, FE. LQAS: ME)

Indicator #3: Percentage use of ITNs among pregnant women. Benchmark: 18% Target: 50% (KPC: BL, FE. LQAS: ME.)

Indicator #4. Percentage use of ITNs by children<2. Benchmark: 21% Target: 50% (KPC: BL, FE. LQAS. ME.)

Major Activities Activity Focus TimeFrame Per sonnel BenchmarksTargets | StatusComment

District
Tran 12 tranersin Q,BC August 2004 Didrict Hedlth TOT session
malariacase Teams conducted
managemen,
danger Sgnsand
care-seeking Q,BC

September 2004- 12 Traners 400 CHWstrained in
Train 400 CHWSsin September 2005 communication
malaria case techniques for mdaria
management, Q,BC
danger sgnsand
care-seeking January 2006-June 12 Trainers

2006 200 exigting CHWs
Retrain 200 CHWs | A identified and trained
in maariacase in communication
managemen, techniques for maaria
danger Sgns, care BC Didrict Hedth
seeking May 2005-July 2005 Teams 120 CHWstrained in

ITN retreatment
Train 120 CHWsin Africare techniques
ITN retreatment December 2004 Didrict Hedth
techniques Teams
120 TH targeted for

Organizean workshop
exchange workshop
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Obj ective#2: Improve case management of madaria at the community and hedth post leves.

Indicator #1: Percentage of pregnant women with accessto IPT. Benchmark: 2% Target: 60% (KPC: BL, FE. LQAS: ME)

Indicator #2: Percentage of caregivers recognizing severe danger signs of maaria and seeking gppropriate care within 24 hours.
Benchmark: 48% Target: 60% (KPC: BL, FE. LQAS: ME)
Indicator #3: Percentage use of ITNs among pregnant women. Benchmark: 18% Target: 50% (KPC: BL, FE. LQAS: ME.)
Indicator #4. Percentage use of ITNs by children<2. Benchmark: 21% Target: 50% (KPC: BL, FE. LQAS. ME.)

Major Activities

Activity Focus

Time Frame

Per sonn€l

Benchmarks/Targets

Status/Comment

with 50 traditiond
heders
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Obj ectivet#3: Improve nutrition of women and children, including Vitamin A supplementation and exclusive breastfesding.

Indicator #1: Percentage of mothers practicing exclusive breastfeeding for sx months. Benchmark: 24% Target: 60% (KPC: BL, FE.

LQAS: ME)

Indicator #2: Percentage of mothers taking vitamin A forty-two days after deivery. Benchmark: 11% Target: 60% (KPC: BL, FE.

LQAS: ME)

Indicator #3: Percentage of children 6-23 months of age receiving vitamin A supplementation in the previous Sx months.
Benchmark: 40% Target: 80% (KPC: BL, FE. LQAS: ME.)

District
Advocate for A, Q Starting August 2004 Didrict Hedth
changein protocol Teams
enabling CHWsto Africare
betrained in
vaccingion A
techniques Starting August 2005 Didrict Hedlth
Teams
Tran CHWsin 27 Hedlth Post
vaccingion Nurses
outreach
Health Facility
Organizefadlity A Starting July 2004 27 Hedlth Post 27 fadlitiesregularly
based growth Nurses conducting growth
monitoring monitoring activities
activitiesin 27 Q Starting March 2005 27 Hedlth Post
fadlities Nurses
Supervise IEC/BCC
and community
growth monitoring
activities
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Obj ective #4: Improve diarrhea recognition and management at community and household levels

Indicator #1: % of mothers and caretakers who tregt children 0-23 months with ORT during their last diarrhea episode.

Indicator #2: % of mothers and caretakers with children 0-23 months who report handwashing with sogp/ash before food preparation
or child feeding, after use of latrine or cleaning child

Indicator #3: % children 6-23 months who consumed same amount or more foods during their last episode of diarrheal

Indicator #4: % of mothers and caretakers who know at |least one danger sign of diarrheathat requires immediate trestment (check
rapi catch indicator wording)

Major Activities |  Activity Focus | Time Frame |  Personnd | Benchmarks/Targets | StatusComment
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Aavocae Tor more
Ora Rehydration
Units located at the
hedth facilities

Operations
Research on use of
zinc in treatment of
diarrhea

Sarting in Spring 2005

Consultant

Renyadraion units
created

Operations Research
Conducted and results
shared with Digtrict
Hedth Team

Household

BCC activities with
emphasison key
behaviorsrdated to
the prevention of
diarrhed disease

Hygiene promotion
to build on UNICEF
water interventions

BC

A, BC

Sarting in January
2005

12 Trainers

Community members
more informed on key
behaviors and
practicing them to
prevent diarrhea

Community
Training of 400
CHWSsin hygiene
promotion, diarrhea
case recognition and

management

Assist Care groups to
acquire stocks of ORS
for distribution
Train/orient care group
members in correct
usage of ORS

Promote reactivation of
village sanitation
committees

Community
mohilization usng
dramato educate
communitieson
diarrhea preventior

A, Q

BC

Sating in January
2005

Starting January 2005

As of January 2005

From March 2005

Starting in January
2005

12 trainers

Africare

CHW

Aficare/CHW

CHWstrained

Sanitation committees
activein target
villages
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Objective#5: Improve the capacity of locd partners to plan, implement, monitor and evauate child survivd interventions a the

community and didrict levels with an emphass materna and neo-natal health, mdaria, nutrition, breastfeeding and diarrhea.

Indicator #1. Partner has capacity to conduct CBO training
Indicator #2: Partner has capacity to supervise and sirengthen community-based activities.
Indicator #3: Women'’s groups are planning and undertaking increased health and development initiatives.

Major Activities

Activity Focus

Time Frame

Per sonn€l

Benchmarks/Targets

Status/Comment

Household

Community
Traning of
women'sgroupsin
management of
revolving fund
crestion and

management

Traning in group
dynamics,

entrepreneurship
and management

March 2005-March
2006

Starting February 2005

Africare

Africare

Women's Groups
Trained and revolving
fund in place

Health Facility
Organize monthly
mestings between
the 27 Hedth Posts
and the 400 CHWSs

Starting August 2004

Digrict Hedlth
Teams
Africare

Monthly meetings
organized and held
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Obj ective#s: Improve the capacity of loca partners to plan, implement, monitor and evauate child surviva interventions at the

community and digrict levels with an emphas's maternal and neo-nata hedlth, maaria, nutrition, bresstfeeding and diarrhea.

Indicator #1: Partner has capacity to conduct CBO training
Indicator #2: Partner has capacity to supervise and strengthen community-based activities.
Indicator #3. Women'’s groups are planning and undertaking increased hedlth and development initiatives.

Major Activities Activity Focus Time Frame Per sonnel BenchmarksTargets | StatusComment
District
Organize quarterly Q Starting August 2004 Didrict Hedth Steering committee
geering committee Teams meetings
megtings Africare organized/hed
Conduct monthly Q Starting August 2004 Didrict Hedlth
monitoring and Teams
evauation 27 Hedlth Post
Nurses
Africare
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SUMMARY

The hedlth digtrict of Tambacounda, located in the Eastern part of Senegd, occupies a surface
of 20 328 kms2 for a population of 267 543 habitants. It is characterized by the low access to
hedth services, geographic isolaion, poverty and illiteracy. The present study was carried
out to assess and evauate the essentid indicators in the fidd of maternd hedth and child
aurvivd before introduction of the Tambacounda Hedthy Stat Program (THSP). This study
looked at a representative sample of 307 mothers or caretakers of children aged 0 to 23
months. The average age of those surveyed is 25 years + 8 years. They are generdly married
(94%), Modem women (97%) and have in 25% the cases, ther own financid resources.
Twenty two percent (22%) were never educated about the following key maternd and child
hedth indicators

Prenatal Care. 85% of the mothers had a least one antenatal vigt during their pregnancy,
but only 33% had dl three. 78% of women took antimdarias during their pregnancy but only
63% had taken them throughout the entire pregnancy. Eighty percent of the mothers received
iron supplementation during ther pregnancy. The use of mosguito nets trested with
insecticides (ITNs) remainsamargind practice of the pregnant woman (18%).

Conditions of and Skilled Attendance at birth: 50% of the women gave birth a home.
The mgority of births were attended by a member of the family (27%) or by a traditiona birth
atendant (12%). The infant is generdly washed immediately after the birth. In only 18% of
the cases was the infant placed immediately a the breest. Vitamin A supplementation after
giving birth israre (11%).

Birth Spacing: the dedre for a pregnancy a a laer time was present among 68% of the
mothers surveyed. This wish is however expressed for a time at least equa to two years. Ten
percent of the women use amodern contraceptive method.

Breastfeeding and Child Nutrition: The rate of exclusve bresstfeeding is estimated a 24%.
Thirty seven percent (37%) of the mothers know the advantages of the colostrum and 90%
among these affirm that it was given to the newborn in the three days which followed the
birth. Only 20% of the mothers breastfed their child within one hour following birth; other
foods were introduced in 68% of the cases. The consumption of porridge increased
depending on the age of the child and 45% of the 12-17 month old children consumed some
porridge in the 24h before the survey. lodized sdt was present in only 49% of the
households.

Growth Monitoring: Only 37% of the old children less 3 months benefit from monthly
weighing. In only 13% of the cases did the child benefit from deworming. 13% of the
children were experienced stunting, 20% were wasted and 22% had growth faulting. Neither
the level education of the mother nor the occurrence of a recent diarhea episode was
correlated with the child's nutrition status.

Immunization: 78% of mothers had the child's immunization card. Immunization coverage
by antigen is: 68% for BCG, 48% for the DTP3 and 49% for meades and yelow fever. 48%
of the children were completely immunized.

Childhood IlInesses: 43% of the mothers were able to cite at least 2 sgns of illness requiring
treetment. The prevaence of diarrhoea is 45%, pneumonia (43%) and mdaria (25%). ORS



was used by 52% of the mothers whose children had diarrhoea. Only 21% of the 0-23 month
old children deep under insecticide treated mosquito nets.

Knowledge of HIV/AIDS: 54% of the mothers know that HIV can be transmitted from
mother to child. They think that this transmission occurs during childbirth.

The indicators generdly show a low levd of knowledge of the mothers on the child surviva
programs, except for the danger dgns of maaria. Coverage is dso very low, particulaly for
priority programs such as use of ITNsand Vitamin A supplementation

1. INTRODUCTION
1.1. Context

The hedth digtrict of Tambacounda, located in the Eastern part of Senegd, has 267 543
inhabitants on a surface of 20 328 kms2. It includes 1 commune (Tambacounda) and 4
digricts (Koussanar, Koupentoum, Maka and Misdrah) and 12 rurd communities. The
population of the didrict is very scattered, especidly concentrated in the urban zones and
perished urban. Tambacounda is a primarily rurd department. Eighty three percent (83%) of
the population live in rurd areas and 17% in urban areas. The mgority of the population
worksin agriculture.
The region is consdered poor, and it is esimated that nearly 40% of the households lives
below the poverty line. In addition, the digtrict is characterized by inadequate access to hedth
cae svices. 72% of the population is illiterate.  Key hedth indicators are as follows: high
maternal mortaity (720/100000 live births againg 510/100000 live births a the nationd
leve); high fetility rates (7.1); and high infant and child mortdity (181/1000 agangt
145/1000 a the nationd level). This dtuation is made worse due to a wesk hedth
infrastructure:  70% of the popudion lives more than 5 kilometers from a hedth fadility and
30% more than 15 kilometers. The digtrict of Tambacounda has 1 doctor for 133,771
inhabitants, 1 mae nurse for 7869 inhabitants and one traditiond birth atendant for 15 384
WRA. There are 104 hedth huts in the digtrict, but actudly very few of them are functiond.
Hedth indicators are amongst the lowest in the country. With such low hedth indicators,
Africare decided to implement the "Tambacounda Hedthy Start Program® (THSP). This
project will utilize three Srategies:
Community Mobilization:  formation of community hedth workers, volunteers, matrons,
traditional birth attendants, organization of community forums and advocacy geared towards
community leaders,
Training and Capacity Building of Local Partners (loca NGOs, CBOs, didtrict hedlth
system
Equipping hedth huts and Procurement of Essentid Materids and Productss  Chloroquine,
ITNS, birthing kits and management of the newborn
The project amsto:

» Increase to 80% the utilization of prenatd care sarvices,

» |ncrease to 60% the number of pregnant women using IPT

* Increase to 60% the number of mothers/grandmothers who recognize the danger signs

for malariaand seek trestment within 24 hours

» Increase by 40% use of ITNsamong pregnant women and children of 0-5

= Increase by 30% the rate of exclusive breastfeeding

* Improve nutritiond status of children lessthan 5 years by 30%.



= Improve by 30% access to and utilization of micronutrients, in particular of iron and

vitamin A.

The present study condtitutes the basdine evauation before the introduction of THSP.
The specific objectives are asfollows:

» To evduae in the zones targeted by the project the knowledge and practices of
mothers in regards to: prenatal care, childbirth, newborn care, child spacing, food
and nutrition of children, maaria, ARI/pneumonia, and diarrhea

= To evduate the current immunization coverage in the zones targeted by the THSP.

» To evauae the nutritional status of children 323 months old in the zones targeted
by project THSP.

= To make recommendations intended to facilitate achievement of project
objectives.

1.2. Local partnersfor implementation of KPC basdine survey

The basdine survey proceeded with the participation of the locad partners. The core TEAM
was made up of Africare daff, program manager and hedth program manager, consultant,
adjunct medicd officer, representative of ARD Tambacounda

2. Material and Methods
2.1 Design and revison of questionnaire

The questionnaire was designed from generic materias placed at the disposd of the public by
Child Survivd Technicd Support (CSTS); organization specidized in the development of
ingruments of research and evaduaion in the fidd of child surviva financed by USAID. The
questionnaire was developed keeping in mind the level of effort of each intervention, as
indicated by Africare. The drafts proposed by the consultant were amended on severa
occasons before leading to afind verson including: Thirteen (13) questions on knowledge,
practices and coverage (KPC) in prenata care; Sixteen (16) questions on childbirth, newborn
care, and post partum care (including antenatal visits). Eight questions (8) on child spacing;
Ten questions (10) on breast feeding and the nutrition of the child; Six (6) questions on the
practices and coverage in the field of growth monitoring. Anthropometric measurements
(weight, height) were conducted for the surveyed children; Thirteen (13) questions about
immunization practices and coverage; Three (3) questions on knowledge and the frequency of
childhood illnesses. diarrhea, ARI, maaria; Twelve (12) questions on diarrhedl diseases,
Seven (7) questions on ARI; Nineteen (19) questions on maaria. Four (4) questions testing
knowledge on maternd transmission of HIV; and three (3) questions exploring the contacts
and sources of information about hedlth. The KPC survey was adapted according to the
expected responses. Certain questions which could elicit numerous responses were clarified,
and possihilities of answer brought back to "Y es/No”

2.2 Training of Core Team, supervisorsand interviewers

A meeting of orientation of Core TEAM was held Monday March 8 a Africare s officein
Tambacounda The purpose of the meeting was to clarify the methodology for the
interviewers, to present the survey instruments, to discuss the sampling methods and to
specify the role of the core Team. Tuesday, March 9, was devoted to training of the
supervisors. These individuas aready had experience with these types of surveys. The
training congsted of reviewing the survey instrument, followed by areview of anthropometric



measurements as well as how to test for iodized sdt. Training of the investigetors lasted three

days digributed asfollows:

Day 1: presentation of methodology, instruments; discussion on the role of the investigators

and the supervisors; reading with accompanying notes and trandation of the questionnaire.

Day 2: amulations. Smulations were done in the 4 principa common languages of the

digrict: Wolof, Pulaar and Mandingue

Day 3. pre test. The pre test was held in the 2 didricts of the commune of Tamba where no
sample had been drawn: Lberté and Gourel Diadji. The pre tet made it posshble to identify
catan dfficulties incomprenenson on certan questions, need for a scde to wegh
newborns, case of child mothers in the sampled households. The data-gathering proceeded in
three days (March 13-15, 2004.

2.3 Sampling M ethodology

N = estimated sample size

e = confidence interva 95% = 1.96

p = probability of event occurring; p will be fixed by default a 50%
Q = complementary probability =1-p = 50%

E = desired precision = 10% the size thus calculated is 96.

The sample was drawn from the entire district of Tambacounda: commune, villages and
hamlets. From the lig of the locdities of the didtrict provided by the chief consultant, thirty
clusters were sdlected for the investigation. The first household was sdlected using a bottle or
of a bal point pen. Choice of the 1st concession: it was recommended to the supervisors to
choose the 13th concession on the sdlected bloc, 7th or the 3rd if there were less than 13.
Once indde the concesson, the youngest child within the ages of 0-23 months in each
household was recruited. Young mothers were consdered as pertaining to the household in
which they lived, and their child was dso recruited. Twins (the case arose once) were taken
separady. For the recruitment of the following concessons, the investigators went to the
nearest concession door.

2.4 Data Coallection

The collection of data has been done from the 13th to the 15" of March, 2004 in the sampled
locdities. Teams left AfricareTambacounda in the morning and came back in the evening
around 9:00 pm. Africare and the hedth digtrict contributed vehicles to the survey teams and
3 additiond vehicles were rented. Every team (1 supervisor and two investigators on average)
had a measuring gick, a Sdter scde, and a smdl bottle of starch to test the iodine in the
sat).No problems were uncovered during data collection.

2.5 Data Analysis
Daawere andyzed usng Epi Irnfo 6. Diagrams and charts were done using Excdl.

3RESULTS

3.1 General Characteristics of respondents

In total, 307 women between the ages of 14 and 52 years, with an average age of 25 years + 8
years, were surveyed. In 99% of the cases, it was the mother itsdf which was surveyed. The
mgority was Mudim (97%); only 3% were Chrigtian. 43% were Hdpulaar; 2% were Serer;
and 2% were Diola (2%). This digribution is represented in figure 1. Ninety four percent



(94%) of the mothers surveyed were married, 4% were single, 1% of the widows, and 1% of
the divorced women (figure 2). Only 30% of the women received education in the French
language, and 22% never received any education. The digribution of the respondents
according to the level of educationisgivenintablel.

Figure 1: distibution of investigated them
according to the ethnie

Wolof/lébo Others
u 10%
19% Bambara
Sérere 10%
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Mandingue 2%

14%

halpular
43%

Figure 2: distribution of investigated them according
to the matrimonial situation

Célib.

4%
Divorcées
1%

Veuves
1%

Mariées
94%



Table 1. distribution of mothers according to the level of education

Frequency ingtruction type Frequency % (n=303*)
None 66 22%
Primary 69 23%
Second. and more 21 7%
Koranic school 89 29%
Alphabetized in nationd languages 39 13%

Among the mothers, 22% had never received any education and only 30% among them
recelved formal education. Seventy seven women, 25.1% of the sample, work outside of the
house to increase their incomes. The type of work done followsin Table 2:

Table 2: distribution of activity type of those working outside the home

activity type Frequency of thewhale (n=77)
Handicraft 1 1%
Harvests 12 16%
Sdle of food 11 14%
Street commerce 36 47%
Domesgtic employee 7 9%
Sdlaried work 5 6%

We noted otherwise that in 39% of cases, the child remains permanently with hisher mother.
In the other cases, it is the grandmother (25% of cases) that keeps the child in the mother's
absence (Table 3).

Table 3: digribution of theidentity of child's guardian

Identity of the guardian Strength Frequency (%)

Child. Remain with hisher mother 119 39%
Aurt 17 6%
Older shling 41 13%
Grandmother 76 25%
Neighbor 19 6%
Other 55 18%
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2.1 Maternal and Newborn Health

2.1.1 Antenatal care

Antenatal Care

Ninety five percent (261/307) of women had a least one antenatd visit during their last
pregnancy; 15% (46/307) did not.

Table 4: rate of utilization of ANC

Frequency %
Yes 261 85
No 46 15
TOTAL 307 100

Only 33% of those who benefited from antenatd care services did so three times.

Table 5: Percentage of mothers having had at least three prenatal visitsat the time of
their pregnancy

Frequency %
Yes 101 33
No 56 18
TOTAL 307 100

Vitamin A Supplementation
Eighty one percent (81%) of the women (247/307) received at least 1 dose of VAT wheress
18% did not receive any amount.

Table 6: frequency of vitamin A supplementation among pregnant women

Frequency %
Yes 247 81
No 56 18
TOTAL 307 100

Possession of a health card
Only 45% of the women possessed a hedlth card from their last pregnancy. Sixteen percent
never had a headlth card.

Table 7. possession of a health card

Frequency %
Yes 136 45
No 120 39
Ever had ahedth card 51 16
TOTAL 307 100

Malaria Prophylaxis during Pregnancy
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More than seventy eight percent (242/307) of women took a maaria prophylaxis during their
last pregnancy.

Table 8: mothers having taken chloroquine or another antimalarial drug during their
last pregnancy

Frequency %
Yes 242 78,9
No 65 21,1
TOTAL 307 100

The antimalarid taken was most often chloroquine (96% of cases). Notice that Sulfadoxine
Pyriméthamine (Fansidar) was used in only 2% of cases.

Table 9: type of antimalarialstaken

Frequency %
Chloroquine 233 96
Sulfadoxine pyriméhamine 5 2
Pyriméhamine 4 2
TOTAL 242 100

Among the 242 women having declared to have used antimaarids during their last
pregnancy, only 153 (63%) took it for the duration of their pregnancy.

Table 10: Duration of antimalarial use

Frequency %
All the pregnancy 153 63
A part of pregnancy 89 37
TOTAL 242 100

Utilization of ITN during pregnancy
Only 18% (55/307) women dept under an ITN the previous night. The utilization of ITNs
remains low among pregnant women.

Table 11: mothershaving dept under I TN the night before

Frequency %
Yes 55 18
No 252 82
TOTAL 307 100

Iron Supplementation
80% of mothers affirm having received iron supplementation during their last pregnancy.

Table 12: mothers having received supplementation in iron during their last pregnancy

Iron supplementation Fregquency %




Yes 245 80
No 62 20

TOTAL 307 100

Vitamin A Supplementation
Only 11% of mothersreceived Vitamin A in the 42 days thet followed their childbirth.

Table 13: mothers having received Vitamin A in the 42 days following childbirth

Vitamin A Supplementation Frequency %
Yes 34 11
No 265 86
Doesn't know 8 3
TOTAL 307 100

2.1.2 Conditions of and attendance at birth

Place of the childbirth
More of haf (51.5%) of the women gave birth at home; 19% at a health facility.

Table 14: places of childbirth

Places of Birth Frequency %
Domicile 154 50
Other domicile 4 1
Hospitd 33 11
Private dlinic 3 1
Hedth Center / ONG 61 19
Hedlth post 48 16
Other 4 1
TOTAL 307 100

Skilled Attendance at Birth

Among the 304 mothers, 139 (45.7%) declared that their childbirth was attended by a skilled
person (physician, and midwife, or nurse); we aso noted that 27% of women have been
attended by a member of their family and 12% with the help of atraditiond birth attendant
(seetable 15).

Table 15: Skilled attendance at birth

Frequency %
Physcian 10 3
Nurse/ midwife 129 42
Treditiona midwife 36 12
ASC 17 5
Family member 83 27
Other 28 9

Instrument used to cut the umbilical cord



In 57% (144/253) of cases, women declared that the umbilical cord was cut with anew razor
blade

Table 16: Instrument used to cut the cord

Frequency %
New razor blade 144 57
Other ingtrument 87 34
Doesn't know 22 9
TOTAL 253 100

Place wher e the newborn hasimmediately been placed after the childbirth
The child was immediately placed close to the mother after the birth in only 16% (49/307) of
Cases.

Table 17: place wherethe new been born hasimmediately been placed after birth

Frequency %
With the mother 49 16
Inthe cradle 41 14
On the floor 35 12
Washed 132 44
Doesn't know 16 4
Other 34 10

Survey of practicesat time of birth
The newborn was not put to the breast immediately after the childbirth in 18% of cases
(56/307).

Table 18: Convenient dispensed to the new been born to the birth

Frequency %
Child put to the breast 56 18
Child washed 118 38
Let todeep 116 38
Doesn't know 8 3
Other 9 3
Totd 307 100

Exam of the mother after childbirth
The mgority of women were examined the same day of their childbirth (73%). Children were
most often examined at this opportunity (85%).

Table 19: exam after birth
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Exam of the mother Frequency %

Yes 128 42
No 176 58
TOTAL 304 100

The person conducting the examination is digtributed in Table 20.

Table 20: identity of person who conducted the woman's exam after the childbirth

Frequency %
Physician 8 6
nurse/midwife 93 74
Matron 21 16
Traditiond midwife 4 3
Totd 126 100

Among the 126 mothers for whom an exam had been conducted, we noted that in 80% of
cases it was done by qualified personnd.

Knowledge of danger signsafter childbirth requiring recour seto a health facility

Other
29% Fever
38%

Don't know
10% .
odorous vaginal Excessive bleeding
discharge 18%

5%

2.1.1 Child Spacing
Six percent (19/307) of women were pregnant at the time of the survey.

Table 21: frequency of current pregnancy among mothers

Frequency %
Yes 19 6
No 284 92,5
Not sure 4 15
TOTAL 307 100

However, 68% had the desire to become pregnant at the time of the survey.
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Table 22: desire of pregnancy

Desire of anew pregnancy Frequency %
Yes 196 68
No 72 25
Doesn't know 20 7
TOTAL 288 100

The delay wished for anew pregnancy is greeter than 2 yearsfor 76% of the 196 women
wanting a new pregnancy.

Table 23: Delay wished for the next pregnancy

Frequency %
During the next two years 28 1
In more than two years 150 76
Not sure 19 10
TOTAL 197 100

Birth interval
Theinterval between the 1% and 2" child was on average 30 months +12 months (n=122)

Table 24: percentage of children of 0-23 months of which the delay between the
birth and the one of the previousliving child issuperior or equal to 24 months.

Frequency %
Gresgter than two years 80 66
Lessthan 2 years 42 34
TOTAL 122 100

Contraception
10% of women use a modern contraceptive method: the most common are injections (4%),
followed by the pill and Norplant.

The naturd "methods’ (exclusive breastfeeding/LAM, rhythm, abstinence) represent 11% of
the contraceptive practice. 79% of women do not use any contraceptive method.

Table 25: frequency of the present contraception at mothers

Frequency %
No contraception 238 79%
Breastfeeding/amenorrhea 24 8%
Injections 11 4%
Norplant 5 2%
Aill 5 2%
IUD 1 0%
Condom 3 1%
Mousse 3 1%
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Rhythm 1 0%

Abstinence 9 3%
Other 3 1%
TOTAL 303 100%

2.1.2 Breadtfeeding and nutrition of the child
K nowledge of advantages of the colostrum
Only 37% (114/307) of mothers/caretakers know the protective effect of the colostrum on the
child.

Table 26: knowledge of advantages of the colostrum (% mothers having
mentioned the child's protection)

Frequency %
Yes 114 37
No 193 63
TOTAL 307 100

Timeof initial breastfeeding
Only 20% of mothers breastfed their child within the 1<t hour that followed childbirth

Table 27: % mothers having nursed their child in the 1st hour that followed the

childbirth
Frequency %
Yes 53 20
No 207 80
TOTAL 260 100

Consumption of the colostrum in thefirst 3 days of life
Ninety percent (90%) of children benefited from the colostrum in the 3 days that followed the
birth.

Table 28: consumption of colostrum (% children having consumed the colostrum
in the 3 daysthat followed the childbirth

Frequency %
Yes 235 90
No 27 10
TOTAL 262 100

Exclusive Breastfeeding

The rate of exclusive breastfeeding here represented as the percentage of children less than 6
months of age who are breastfed, and not those who have received any other foodsin the 24
hours that preceded the survey. So, among the 80 aged children of less than 6 months, 24%
are exclugvely breastfed.
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Table 29: rate of exclusive Breastfeeding for children of lessthan 6 months

Frequency %
Yes 19 24
No 61 76
TOTAL 80 100

Table 30: Other food introduction besides mater nal milk after childbirth

Frequency %
Yes 174 68
No 83 32
TOTAL 80 100

Table 31: Other food frequency besides mater nal milk after childbirth

Frequency %
Other Milk 41 23
Water 80 44
Blessed Water 125 69
Other 31 17

Let's notice that the practice of the “toxxantal” (blessed water), was used in 69% of cases

Consumption of porridge

A third of children (33%) consumed porridge within the 24 hours that preceded the survey.
We note an increase in consumption of porridge with increasing age of the child (p <0.01
(table 32)).

Table 32: frequency of consumption of porridge according to age (child having
consumed the porridgein thelast 24h):

Age Frequency %
0-5 months 15 (15) 98
6-8 months 13(33) 39
9-11 months 18 (43) 42
12-17 months 36 (45) 80
18-23 months 17 (40) 42
TOTAL 99 (33) 301

Consumption of iodized salt
49% (151/307) of households consume iodized sdt.

Table 33: presence of iodine in salt consumed by households
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Frequency %

Yes 151 49
No 156 51
TOTAL 307 100

Vitamin A Supplementation
40% of the children 6 months of age or more received Vitamin A

Table 34: Vitamin A Supplementation

Frequency %
Yes 82 49
No 122 51
Don’t know 3 1
TOTAL 307 100

2.2 Growth Monitoring
2.2.1 Availability of a growth chart

Only 73% of children investigated possess an available document on which growth dataiis
charted.

Table 35: Availability of a growth chart

Frequency %
Yes 225 73
No 82 271
TOTAL 307 100

3.3.2Weighing
Of children greater than three months of age, only 37% have been weighed every month in the
last 3 months.

Table 36: regularity of weighing (children older than 3 months having been
weighed every month during the last quarter)

Frequency %
Yes 67 37
No 114 63
TOTAL 181 100

2.2.2 De-worming
Only13% of children had been de-wormed.

Table 37: children morethan 6 months old having taken one medicine against
wormsin thelast 6 months

Frequency %
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Yes 27 49

No 163 51
Don't know 13 7
TOTAL 203 100

3.3.4 Rates of malnutrition following weight for height (Stunting)
Rates of manutrition have been gppraised here using weight for height and evidence of severe
manutrition. Thisoneis expressed in standard deviation or “Z-score “in relation to an
average of reference on a population within which the sudied variables (here the weight and
age) are supposed to have anorma distribution.

13% of the children of 0-23 months were stunted in zones targeted by the THSP.

Table 38: frequency of stunting

Severe stunting Moderate Normal FREQUENC
(<-3ET) sunting Children Y /CLASSES
(-3<M<-2ET) >-2ET OF AGE
FA % FA % FA %

0-5 months 0 0 4 4 89 96 93
6-8 months 0 0 4 10 35 90 39
9-11 months 0 0 6 14 36 86 42
12-17 months 1 1 11 14 68 85 80
18-23 months 2 5 10 23 31 72 43
TOTAL /average 3 1 35 12 259 87 297

3.3.5 Rates of malnutrition using weight for age

Table 39: frequency of wasting

Severewasting  Moderatewasting  Normal Children FREQUEN

(<-3ET) (-3<M<-2ET) >-2ET Cy/
FA % FA % FA % CLASSES
OF AGE

0-5months 2 2 3 3 88 95 93
6-8 months 0 0 2 5 37 95 39
9-11 months 2 5 13 31 27 64 42
12-17 months 3 4 18 22 59 74 80
18-23 months 4 9 12 28 27 63 43
TOTAL /average 11 4 48 16 238 80 297
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The globd rate of manutrition (severe and moderate) using weight for ageis20%in
our sample.

3.3.6 Rates of malnutrition following height for age indicator
Table 40: Rate of growth faltering according to age

Severe growth Moderate growth Norma Children  FREQUEN

fdtering fdtering >-2ET CY/
(<-3ET) (-3<M<-2ET) CLASSES
FA % FA % FA % OF AGE

0-5 months 6 6 6 6 8l 88 93
6-8 months 2 5 5 13 32 82 39
9-11 months 6 14 8 19 28 67 42
12-17 months 8 10 11 14 61 76 80
18-23 months 6 14 8 19 29 67 43
TOTAL /average 28 9 38 13 231 78 297

22% of children had low height for age.

Global 3.3.7 Malnutrition Prevalence

Figure 4: prévalence de la malnutrition

Retard de
croissance : 22%

Insuffisance
pondérale : 20%

Emaciation : 13%

3.3.8 Malnutrition and leve of education of the mother

Table 41: frequency of malnutrition (low weight for age) according to the level of
education of the mother

Severe Moderate Norma TOTAL
Manutrition Manutrition Children

FA % FA % FA %
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[lliterate 1 2 7 11 54 87 62
Primary 1 2 7 13 47 8 55
Second. /sup. 0 0 1 6 15 94 16
Koranic school 2 3 14 19 57 78 73
Alphab.LN. 2 5 9 24 27 71 38
Other 0 0 0 0 1 100 1
TOTAL/average 6 2 38 16 201 82 245

One sees arate of manutrition of 15% among illiterate mothers and 24% for children
with mothers who had received any education. However, this observed differenceis

not sgnificant.

3.3.8 Malnutrition and diarrhea

Thereis not ameaningful difference in manutrition rates among children who hed adiarrhea

episode in the last 2 weeks and those who did not (p = 0.93)

Table 42: frequency of the malnutrition (weight for age) correated with diarrhea

episode in thelast 2 weeks

Severe Moderate Norma TOTAL
Manutrition Madnutrition Children
Occurred diarrhea FA % FA % FA %
Yes 5 4 23 17 107 79 135
No 6 4 25 15 131 81 162
TOTAL/average 11 4 48 16 238 80 297
3.4 Immunization
3.4.1 Availability of an immunization card
Table 43: availability of immunization card
Frequency %
Yes 239 78
No 66 22
TOTAL 305 100
An immunization card was available in 78% of cases.
Table 44: available and seen immunization card
Frequency %
Yes 220 92
No 19 8
TOTAL 239 100

When the immunization card was declared available, it was only seen in 92% of cases.
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3.4.2 Immunization Coverage by Antigen and Vitamin A

Table 45: coverage by antigen and vitamin A

Strengths Coverage(%)
Vaccinated N
BCG 209 307 68%
DTCP1 190 301 63%
DTCP2 154 293 53%
DTCP3 132 276 48%
Meades 82 167 49%
Yédlow fever 82 167 49%
Vitamin A 21 207 10%

figure 5: Immunication coverage by Antigen and in Vit. A

68%

63%

53%
48% 49% 49%

10%

3.4.3 Children 11 monthsor older completely vaccinated
48 percent of children were completely vaccinated.

Table 46: Children of 11 monthsor older having received BCG, DTCP3, anti
amaril (measles) and yellow fever vaccines

Frequency %
Yes 69 48
No 27 52
TOTAL 144 100

3.5 Childhood | lInesses



3.5.1 Care Seeking

Table 47: Frequency of caretakersmentioning at least 2 signsthat requirea
treatment at health facility

Frequency %
Yes 132 43
No 172 57
TOTAL 304 100

Danger sgns mentioned included gpathy, generd ill hedlth, respiratory distress, vomiting,
fever, the anorexia, or convulsons.

3.5.2 Frequency of childhood illness

Sgn/lliness Frequency %
Diarrhea 137 45
Blood in stools 7 2
Coughvdifficulty breathing 159 26
Fever/mdaria 151 25
Convulsons 1 0

Diarrhea was the most common illness noted in the 2 weeks preceding the survey (45%).
3.6 knowledge and practicesin case of diarrhea
3.6.1 Knowledge of causes of diarrhea

Table 48: mother s mentioning at least one cause of diarrhea

Frequency %
Yes 146 48
No 158 52
TOTAL 304 100

Only 48% of mothers mentioned at least one cause of diarrhea: consumption of dirty food or
water and lack of hygiene.

3.6.2 Practicesin case of diarrhea

Table 49: Use of ORS (children of 0-23 months having presented with diarrhea and
having received ORYS)

Frequency %
Yes 68 52
No 62 48

TOTAL 130 100




ORS was used in 52% of cases when the child presented with diarrhea.

Table 50: Breastfeeding and diarrhea

Frequency %
Breastfed less than usud 31 24
Breastfed as usud 79 59
Breastfed more than usud 16 12
Child did not breastfeed 4 5
TOTAL 130 100

In generd, mothers continued breastfeeding even in the case of diarrhea. However, 24% of
children were breastfed less than usud during their last episode.

Table51: Drink and diarrhea (attitudes during the child's diarrheal episode)

Frequency %
Drank less than usud 14 11
Drank asusud 72 55
Drank more than usud 42 33
Child did not drink anything 2 1
TOTAL 130 100

In generd, mothers continued giving drinks to the child in the same quantities as before the
sckness Only 33% of mothers stated that they give their child more liquids than usud.

Table 52: Feeding and diarrhea (attitudes during the child's diarrheal episode

Frequency %
Atelessthan usud 25 19
Ate as usua 69 53
Ate more than usud 10 8
Child did not eat anything 26 20
TOTAL 130 100

One notes that 53% of mothers gave the same quantity of foods to their child in the case of
diarrhea. In 20% of cases, the child didn't eat anything when he presented a diarrhea.

Table 53: Seeking advices and treatmentsin case of diarrhea

Frequency %
Yes 41 31
No 89 69
TOTAL 130 100
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Only 31% of caretakers sought advice or trestment outside the home.

Figure 6: Recourse in case of diarrhea (n=42)

20

Figure 7: Person making the decision of care seeking in case of diarrhea (n=40)

Pére; 16
Enquétée; 15

Autre; 4
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Figure 8: place of 2nd recoursein case of
diarrhea

Table 54: knowledge of danger signs of diarrhea

Yes (%) n

Blood in stools 86(28) 304
Vomiting 79(26) 304
Fever 111(36) 304
Refusal to Eat 84(28) 304
Congtant thirst 32(10) 304
Not better after three days of 54(18) 304
treatment

Other 62 (20) 304

The fever condtitutes the principal danger sign of diarrhea cited by mothers (35%). The
presence of blood in stools (28%), the refusal to eat (28%) and vomiting (26%) were aso

cited.
3.4 knowledge and practicein case of ARI
3.4.1 Care seeking for ARI

Table 55: frequency of ARI

Frequency %
Yes 131 43
No 173 57
TOTAL 304 100
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Forty three percent of children presented sgns of ARI (cough, difficult bregthing) in the two
weeks preceding the survey.

Table 56: Children whose mother sought care or advice at thetime of an ARI episode

Frequency %
Yes 63 48
No 68 52
TOTAL 131 100

Forty eight percent of mothers sought care for ARI.

Table 57: delay in care seeking in case of ARI

Frequency %
Same day 20 32
Following Day 19 31
After 2 days 11 16
After 3 days or more 13 21
TOTAL 63 100

Only 32% of mothers sought care within 24 hours after Sgns occurred.

Table 58: Knowledge of danger signsfor ARI

Yes (%) n

Persistence after 2 days of 139 (46) 305
treatment

Difficult or fast breathing 118 (39) 305
Inability to drink or eat 48 (16) 305
Convulsons 19 (6) 305
Fever 132 (43) 305
Other 42 (14) 305

Figure 8: First place where child with ARI was taken (n=62)



Table 59: Mothers seeking other care after seeing one of the above

Frequency %
Yes 22 35
No 40 65
TOTAL 62 100

In 35% of the cases, mothers sought a second opinion.

Figure 9: Second place where mothers sought carefor ARI (n=22)

3.8 knowledge and practicesfor malaria

Table 60: mothersknowing the cause of malaria

Frequency %
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Yes 219 172
No 85 28

TOTAL 304 100

72% knew that malaria was caused by mosguitoes.

Table 61: mothersknowing a means of preventing malaria

Frequency %
Yes 184 60
No 120 40
TOTAL 304 100

Sixty percent of mothers mentioned a means of prevention of the mdaria utilization of ITNS,
hygiene/clean environment, insecticides.

Table 62: mothersknowing at least a sign of gravity of malaria

Frequency %
Yes 275 90
No 29 10
TOTAL 304 100

Ninety percent of mothers know at least one danger Sgn for maaria: fever persisting beyond
3 days of trestment, vomiting, inability to either eat or drink, convulsons, dark urine.

Table 63: care seeking for fever (children of 0-23 months having presented a fever at the
health facility benefiting from care or advice)

Frequency %
Yes 52 48
No 56 52
TOTAL 108 100

48% of children having presented with afever benefited from care or advice.

Table 64: Possession of ITN

Frequency %
Yes 152 51
No 150 49
TOTAL 302 100

51% of households possessan ITN.

Table 65: Children having dept under an ITN the previous night
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Frequency %

Yes 64 21
No 238 79
TOTAL 302 100

Twenty one percent of children deep under ITN.
1. 9 knowledge on VIH/SIDA

Table 66: knowledge by mothers of mother to child transmission of HIV

Frequency %
Yes 158 54
No 135 46
TOTAL 293 100

Only 54% of the mothers knew that HIV can be transmitted from mother to child.

Table 67: Knowledge of mothers on the maternal transmisson method of HIV

Yes (%) No (%)
Virustrangmitsitsdf during 121 (77) 37 (23)
pregnancy
Virustranamitsitsdf during 63 (40) 95 (60)
childbirth
Virustranamits itsdlf after 60 (38) 98 (62)
childbirth

Seventy seven percent of mothers knew that HIV is tranamitted from mother to child affirm
that this transmission occurs during pregnancy.

Table 68: opinion of motherson possibilitiesto avoid the transmission of HIV to the
child

Frequency (%)
Yes 59 38
No 56 37
NSP 39 25
TOTAL 151 100

Tent eight for hundred of mothers thinks that the transmisson of AIDS by a seropostive
mother can be avoided. Thirty seven for hundred think that the opposite. Twenty five for
hundred of women confess to not know.

Table 69: opinion of motherson possibilities of recovery from AIDS

Frequency (%)
Yes 13 8
No 108 63
Don’'t know 50 29
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TOTAL 171 100

Sixty three percent of mothers think that one can be hedled from AIDS and 29% among

confessto not know.
3.10 contacts and sour ces of infor mation concer ning health

Table 70: contact with a resour ce person concer ning health

Often (%) from time Ever (%) TOTAL
totime (%)
Physician, nurse, midwife 30 (5) 46 (8) 491 (87) 567(100)
ASC, matron, person monitoring 12 (1) 40 (4) 1015 (95)
child growth 1067 (100)
Traditiond heder 12 (4) 31(12) 226 (84) 269 (100)

Figure 10: Frequency of contact with resour ce persons
regarding health information in the previous month
95%

87% 84%
O Souvent
De temps en temps
never 0O Jamais
12%
556 8% 196 4% 4% "
. — | . I . ,
Médecin, infirmier, ASC, Rdais, Guérisseur
sage femme matrone, personne traditionnel
chargée du suivi de
lacroissance

We note that 16% of people interviewed affirmed to have had a contact “from time to time”
(1-3 times) or “often” (at least 4 times) with heders. This rate is 5% with the communal
beneficiaries (ASC, matrons, loaded people of the surveillance of the growth) and of 13% for

the officid hedlth personnd (physcian, mae nurse, wise man woman).

Table 71: sources of health infor mation

Sour ce of information Yes (%)
*Phydcian, nurse, midwife 90 (15)

* ASC, matron, person monitoring child growth 1228
*Traditiond heder 30(10)
*Rel atives (spouse/partner, mother in law, Sgter,

Grandparents, aunt, friends, neighbors, elders) 187 (8)

Total
613
55 (4)

307

2453
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The main information source concerning hedlth is the officiad hedlth personnd. Physicians,
nurses and midwives represent 15% of sources indeed. Then, come hedlers (10%) and
relatives (8%). The community hedlth actors (ASC, educators, matrons, and person

monitoring child growth ...) seem not to play more than avery margind role in the diffuson
of information concerning hedth.

Table 72: Health infor mation through the Medias

Frequency %
Radio 147 48
Teevison 74 24
Newspapers 111 4
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Figure 11: Source of Information

48%

24%

4%

Let's notice that the radio congtitutes the main media information source concerning hedlth.

4. DISCUSSION
Low levels of literacy, widdy dispersed population, and geographic isolation characterize the
department of Tambacounda, among the poorer and underprivileged of Senegdl.

This survey assessed essentid indicators for maternd hedlth and child survival.

Antenatal care

Utilization of antenata care services was high (96%). The investigation MICS 1 reveded in
2000 arate of utilization of antenatal care services by qualified personnd was 66.6%. Thisis
contrasted, however, by wesk rates of completion of al three visits during the course of
pregnancy (33%). It may indicate the existence of bottlenecks presumably to two levels:

- Access to services.

- Qudlity of the sarvice.

Despite this, antimaarids use during pregnancy is reaively high (78%). The use of
sulfadoxine pyriméthamine, recommended currently by the nationd program for the fight
againg maaria (PNLP) for pregnant women, has not yet been adopted by the digtrict of
Tambacounda (2% of women exercise it). Only 37% of women benefited from IPT during
pregnancy. Utilization of ITNswaslow a 18%. 80% of women benefited fromiron
supplementation during their pregnancy.

Conditions of and skilled attendance at birth

Therate of childbirth in the homeis high at 50%, wheress, paradoxicaly, only 16% of
women ddliver stations of hedlth, which was revedled to be the 1% place for hedlth concernsin
rurd areas. It could be because of geographic isolation, which makes access to the hedlth
posts more difficult. Thishigh rateisan indication of lack of information and educetion of
women, but aso the weakness of the digtrict’ s hedlth infrastructure.



However, in 42% of cases, childbirth was atended by a midwife or anurse; in 27% of cases
by family members, and by atraditiond midwife in 12% of cases. Let's note that the MICS
investigation revealed that skilled atendance at birth (physician, nurse, and midwife) was
26.1%.

The practice of placing the infant to the breast, immediately after birth, was low. Only 16% of
children were placed next to their mother and 18% were breastfed. The contraindicated
practice of washing the infant immediately after birth was donein 38% of the cases.

The newborn was not examined after the birth in 42% of cases. This exam was carried out
mogt of the time by anurse or amidwife, and, more rardly, by aphysician.

Child Spacing

The desire of anew pregnancy was raised with mothers of children aged 0 to 23 months, in
which 36% gstated that they wanted another child within a period lessthan 2 years. However,
6% of mothers were dready pregnant a the time of the survey. This phenomenon, called in
wolof “nef” (close pregnancies), causes physiologica weakening of the mother and
malnourished children.

Only 10% of women use a modern contraceptive method. This rate has increased consistently
from only 3% in 1993 and of 4.6% in 2000.

Breastfeeding and nutrition of the child

Advantages of the colostrum are little known (37%0), but 90% of mothers stated that they had
given it to their children in the 3 days following childbirth. With regard to length of timeiit

took to place the infant at the breast, only 20% of women breastfed their child in the hour that
followed childbirth.

The rate of exclusve breastfeeding of children lessthan 6 monthsisdso low (24%). It is
however comparable to the national average that was 23.5% in 2000 [MICS, 2000].
Contrary to recommended feeding practices for the newborn, the introduction of other foods
after birth is frequent (68%). The practice of giving the child “toxxanta” or blessed water was
extremely prevaent (69%).

Paradoxically, 15% of children less than 6 months of age consume porridge. The consumption
of porridge increases sgnificantly with the child's age. The type of porridge mush clear soup
according to age would reved knowledge and convenient of mothers with regard to the
ablactating and the severance.

lodized salt was present in only 49% of the households. Thiswas dightly less than what was
found in 2000 (53.6%).

Surveillance of growth and malnutrition

Children aged 3 months or older that were regularly weighed conditute 37% of our sample.
The use of deworming medication was very low (13%).

Ma nutrition has been gppreciated in our survey according to three classic indications:

-The rates of manutrition following weight for height measuring sunting

-The rates of manutrition usng weght for age measuring wasting

-The rates of manutrition usng height for age messuring growth faltering

Severe dunting affected 13% of children versus 11.5% in 2000 [MICS Il], wasting affected
20% againgt 23.8% in 2000 and growth fatering 22% againgt 24% in 2000.

The prevaence of manutrition doesn't seem to have progressed substantidly in 4 years.

The prevdence of manutrition in the sanitary digrict of Tambacounda remans however
appreciably higher than the nationa average in 2000 of 8.3% for stunting, 18.4% for wasting
and 19% for growth faltering.
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Immunization and Vitamin A Supplementation

78% of those interviewed had an immunization card; only 48% of the children were fully
immunized (having received BCG, DPT3, meades and anti-amarils, based on verified card
data).

Vitamin A coverage was goproximately 10% in the last 6 months for children 6 months and
older. Thisrate was 74.9 in 2000 in the Tambacounda region. This Sgnificant decline
addresses the issue of upholding the achievements of appropriate supplementation programs.

Childhood IlInesses

Forty three percent of mothers mentioned at least 2 Sgns requiring recourse to trestment. In
terms of comparison, thisrateisat 71% in the sanitary district of Bambey, located in the
center of Senegdl.

Diarrhea

The incidence of diarrheaiis a 45% for children O to 23 months. The transmissible character
of diarrhea (food or soiled water, absence of hygiene) isfairly known by mothers (48%). It is
at 66% in the same population in Bambey, and was a 35% for children of 0-5 yearsin 2000
in the region of Tambacounda. The difference observed between Bambey and Tambacounda
is certainly owed to environmenta and climetic disparities, Bambey being more humid.

The ora rehydratation therapy (ORT) in case of diarrheais exercised by 52% of mothers.
There aso, one observes areduction in relation to numbers of MICS that indicated arate of
93.4%.

ARI

Theincidence of ARI isat 43% for children of 0-23 months. In 48% of cases, dgnsof AR
lead to care seeking the same day in only 32% of cases. The frequency of ARI was 35.9% for
children of 0-5 yearsin the region of Tambacoundain 2000.

Malaria

Maaria (isolated fever is dso assmilated to maaria here), affects 25% of children of 0-23
months. Facing this elevated incidence, preventive measures don't follow.

In spite of the 72% of mothers who know about the vectoria transmission and 90% of danger
sgns of maaria, only 21% of children deep under ITN. This rate was, according to the MICS
I, of 1.32% for children of 0-5 yearsin the region of Tambacounda. We can conclude that, in
Site of an even insufficient performance levd, the program has progressed in a Sgnificant
way.

HIV/AIDS

Only 23% of mothers know that HIV can be transmitted during pregnancy. They rather
believe that tranamission occurs during childbirth. This conception corresponds to
representations of theillnessin Senegd and in the region of Tambacoundain particular, the
passage of the genita pelvic path being consdered like one ingtant of contact with foulness ™.
Thirty eight percent of mothers think that amother living with HIV can avoid itstransmisson
to his’her child. They remain however anxious about the illness, 29% among them do not
know if the HIV infection can be cured.

Contacts and sources of information concerning hedth
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In generd, mothers' contact with sources of hedlth informeation israre. The traditiona healer
condtituted in 10% of cases a source of hedth information, againgt 15% for the officid hedth
system (physicians, midwives, nurses, CHA, CHW...).

If confidence in the officid hedlth sysem isincreasing, it is necessary to recognize however
that traditiona heders remain the first choice in the hedlth care system.

Findly, corroborating data of the DHS, the radio proves to be the mass media of choice
within low educated population, with 48% of mothers having received information through
radio the month preceding the survey.

3. FINDINGS AND RECOMMENDATIONS

The basdline survey achieved in the didtrict of Tambacounda with a representative sample of
mothers of children O to 23 months alowed us to make a basdline diagnosis of the Situation
before the introduction of a health program whose main interventions will focus on training,
education, sengtization, advocacy and socid mobilization.

At the end of this survey, important issues must be considered

- Regarding mother knowledge:

Leves of mother knowledge with regard to childcare are generdly low. Less than haf of
mothers know about the advantages of the colostrum, causes of diarrheas, and maternal
transmission of HIV. Only maaria and endemic illnesses seem to be best known.

- Regarding mother practices.

Recommended practices for child survivd are not sufficiently known. The ORT beneficiary

of multiple programs of promation in the country since severa decades, remain to an average
level of practice. Care seeking is rare and usualy delayed. Concerning literacy and education,
mothers recaive very little hedth information.

- Regarding hedlth programs coverage

The consequence of low level of knowledge of mothers and the weak adherence to good child

aurviva practicesis the weakness in coverage of principa hedth programs. Utilization of the
ITNs, vitamin A supplementation in, utilizetion of iodized sdts by households. ..
Consdering the decline of certain hedlth programs that had previoudy reached higher
coverage levelsin the digtrict of Tambacounda, the THSP should try to develop more
vigorous upholding srategies.

- Gregter involvement of locd actorsin the implementation of the THSP isessentid: officia
hedth system, ONG, AFP...Cregtion of apiloting structure for the THSP uniting actors
would be warranted.

Thisinvolvement should come in the earlier ages of activities devel opment.

- Community capacity support necessarily requires an enhancement of educationa level.
THSP should consider advocate for girl primary education and literacy of mothers.

- In order to perpetuate health programs successes, THS should develop some active |IEC
approaches. The game W3 is an appropriate implementation example of this approach.
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Annex 1: Additional Indicators
CONTEXT
The hedlth digtrict of Tambacounda, located in the area of the same name in the Eastern part
of Senegd, has 267,543 inhabitants on a surface of 20,328 kms2. It includes one commune
(Tambacounda); four (4) districts (Koussanar, Koupentoum, Maka and Missirah); and twelve
(12) rurd communities. Tambacoundaisaprimarily rurd department with 83% of its
population living in rurd arees. The hedth status of the population is poor. Indeed, 70% of
the population lives more 5km from a hedlth facility and 30% lives more than 15 kilometers.
The digtrict of Tambacounda has 1 doctor for 133, 771 inhabitants, one nurse for 7869
inhabitants and one midwife for 15,384 WRA. Tambacounda has very high materna
mortality rates (720/100,000 live births as compared to 510/100,000 live births a the national
level) and a strong infant mortality rate (181/1000 as compared to 145/1000 at the nationa
level). The hedth indicators are, consequently, among the lowest of the country. Vis-a-vis
the Stuation of materna and newborn hedth in the didtrict, Africare decided to implement a
project entitled "Tambacounda Hedthy Start Progam™ (THSP). This project uses three main
drategies community mobilization: formations of relay, volunteers, matrons, TBAS,
organization of community meetings and advocacy of community leaders, organization of
BCC sessons, Training and capacity building of loca partners and the officid hedth system;
and equipping and procurement of essentid materias for child survival.
The project ams mainly to:

- increaseto 80% utilization of antenatal care services

- Toincrease to 60% the pregnant women receiving IPT

- Toincrease to 60% of the mothers/guardians who are able to

recognize the danger signs for maaria and to seek care within 24
hours of the onset of the danger Sgns

- Toincrease by 40% the use of ITNs by pregnant women and children

O-5years
- Toincrease by 30% the rate of exclusive breastfeeding
- Toimprovethe nutritiona status of children lessthan 5 years by 30%
- Toimprove access and use of micronutrients, especidly iron and
vitamin A.
A KPC survey was conducted in March 2004. However, this eva uation had omitted certain
question related to sick child and the receipt of increased or same foods/fluids, knowledge of
prevention of HIV/AIDS, handwashing, and tetanus toxoid vaccination for the mother. To
correct these omisson, afurther inquiry was made to collect data on these indicators.

The specific objectives are asfollows:

- Toevaduate in the zones targeted by the project knowledge and
practices of the mothersin management of the Sck child, prevention
of HIV/AIDS amd handwashing

- To measure the vaccine coverage for tetanus toxoid in the zones
targeted by the THSP.

METHODOLOGY

The consultant used the KPC survey tool to develop and adapt the questionnaire. The
guestionnaire was developed, taking into account the indicators that project (THSP) must use
to measure its efforts. This evauation was carried out after the initidl KPC survey March
2004. Thus, only four aspects were to be taken into account in this evaluation.

The questionnaire included:
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- Three questions about knowledge in connection with feeding and
provison of liquidsto asick child;
- Two questions about knowledge of the AIDS,
- One question about the washing of the hands;
One question about Tetanus Toxoid vaccination.
The generic items of the CSTSwere especidly adapted by taking account of the answers
expected on certain questions. Certain questions which seemed to be able to dlicit severd
answers were revised, and the possibilities of response brought back to "yes/no"

Orientation of Interviewers

The orientation of the interviewers was held Tuesday July 13, 2004 a Africare s officein
Tambacounda. During this meeting, the methodology was explained and the survey was
discussed. It isnecessary to say that the investigators were with the exception of the personin
charge of health education for the hedlth digtrict were staff of Africare Senegal who had taken
pat in the firgt evauation.

Methods
A representative sample of 220 mothers of children aged 0-23 months were interviewed. The
consultart interviewed gpproximately 11 mothersin 20 clusters.

Data Collection
The datawere collected in 3 days and andyzed using Epi Info 6

RESULTS
Characterigtics
Table 1 : Digribution of women interviewed

Age # %

Lessthan 25 124 56.4%

2510 34 years 79 35.9%

More than 35 17 7.7%

Totd 220 100%

Tableau 2: Didribution of Children

Age # %

0 to 6 mos. 46 20.9%

6 to 12 mos. 80 36.4%

13 to 23 mos. 94 42.7%

Totd 220 100%
3.2 Sick Child and Giving of liquids and foods

Table 3 : Digribution of children according to hedth status

Health State # %

Sick 185 84.1%

Not sick 35 15.9%

Tota 220 100%
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Table 4: Didribution of morbidity cases

Case # %
Diarrhea 119 64.3%
Bloody Stools 10 5.4%
Cough/Cold 104 56.2%
Difficult Breathing 32 17.3%
Fever 134 72.4%
Mdaia 19 10.3%
Convulson 08 4.3%
Other 11 5.9%

Table5: Giving of fluidsto sick child according to age

Age # %

Lessfluids 38 20.5%
Samefluids 84 45.4%
More fluids 63 34.1%
Tota 185 100%

Table 6 : Giving of food to the sick child according to age

Age # %

Lessfood 99 53.5%
Same amount of food 65 35.1%
More food 21 11.4%
Total 185 100%

Table 7: Giving of liquidsto child morethan 5 monthsold

Age # %

Lessfluid 09 20.0%
Same Huid 23 51.1%
More Huid 13 28.9%
Tota 45 100%

Table 8: Giving of food to sick child older than 5 months

Age # %

Lessfood 21 46.7%
Same amount of food 19 42.2%
More food 05 11.1%
Tota 45 100%

3.3Knowledge of HIV/AIDS

Table 9: Digribution of mothers according to knowledge of HIV/AIDS

Have heard of it # %



Yes 202 91.8%
No 18 8.2%
Total 220 100%

Tableau : Methods of prevention mentioned among those who have heard of HIV/AIDS
(N=202)

M ethods cited # %

No correct method 47 23.3%
One correct method 68 33.7%
2 or more correct methods 87 43.1%
Total 202 100%

Only 43.1% of mothers and guardians cited at least 2 methods of prevention of HIV/AIDS,
We dso saw that 23.3% do not know any method of prevention of HIV/AIDS, which is
approximately 1 out of 4 mothers.

3.4 Hand washing with soap/ash

Table 10: When motherswash hands (N=220)

Moments cited # %
None of the 4 mentioned 39 17.7%
One mentioned 80 36.4%
Two conditions mentioned 61 27.7%
Three conditions mentioned 24 10.9%
Four conditions mentioned 16 7.3%
TOTAL 220 100%

Hand washing by mothers/'guardians before preparing food, before feeding the child, after
using the toilet and after cleaning the child could contribute considerably to the reduction in
child morbidity. However, the survey reveded that only 7.3% of mothers/guardians wash
their hands & al these moments.

3.5 Tetanus Toxoid

Table11: TT Vaccination

# %
Yes 177 80.5%
No 37 16.8%
Don't Know 06 2.7%
Totd 220 100%

Table 12: Availability of maternal health cards

Card # %

Avallable 108 49.1%
Not available 80 36.4%
Never had a card 32 14.5%
Total 220 100%

Tableau : Vitamin A coverage among women with cards (N=108)
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Vit A
VAT1
VAT2
VAT3
VAT4

98
78
08
01

%
90.7%
72.2%
7.4%
0.9%
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SUMMARY

SUMMARY

The digtrict of Tambacounda, among the most dispersed and isolated areas of Senegd, is benefiting
from anew program focusing on maternad and child health, the Tambacounda Hedlth Start Program.
The present study consists of a Stuationa andysis of the hedlth facilities. It was accomplished
through interviews with heath personnel and direct observation of the facilitiesin the hedth didtrict
of Tambacounda. The results of this study show:

The professond gaff (nurses, midwives) benefit from more continuous training than the
other non-professond gtaff working for the digtrict. The support staff, while more involved
with the care of the dients visting the hedth facility, is often ignored for refresher trainings
The health posts function in accordance with the policies and standards enacted by the
minigry of hedth. One however notesfaluresin hedth program implementation, lack of
monitoring and supervision, lack of certain services a some hedth facilities such as Orad
Rehydration. One aso notes insufficient integration of the hedth management information
system from the private facilities for management purposes.

One dso notes that certain maternal and child hedlth services have been ineffective
(immunization, prenatd care, child spacing) in the private fadilities.

The hedlth facilities are most consulted in cases of fever. There is not much utilization of
the hedlth facilities for maiters of malnutrition, diarrhed diseases, and ARI/pneumonia

In terms of reproductive hedth (RH) these services are primarily offered in the context of
antenatd care. The hedth facilities are not wdl utilized for STI treatment. The under
utilization of servicesislinked to thar reaive unavailability, especidly in the case of
manutrition. It could aso be linked to the lack of sengtization.

Advanced drategies are essentid in adigtrict like Tambacounda. However, they are not
wedl| oriented to achieving maximum impact relative to child heslth.

Aninformation system exists in the public structures. Information collected corresponds to
those that are reported in the monthly reports. Certain data, however useful in the
calculation of coverage rates, do not appear

Reference documents are published and placed at the disposal of the workers of health on
the rationdization of services. These documents are missing in many of the peripherd leve
hedth facilitiesin the hedlth digtrict of Tambacounda

Stock outs are frequent and often include the essentia products such as Vitamin A capsules,
sulfadoxine pirimethamine (S/P), ORS, chloroquine, cotrimoxazole, €etc.

The reasons cited to explain these stock outs include bad management.

Asit relates to immunization, logigtics exist to ensure a functioning cold chain, but the
system of quality control and follow-up of the cold chain isinsufficient.

The policy of cost recovery amsto ensure the viability of health services by bringing these
sarvicesto aleve where they are sdf financing. The rates are excessive, but there is no case
where the public services are making a profit.

The exigtence of adynamic and well structures traditiona hedlers association with a good
community base that is dso open to collaboration with the health sector is an asset for the
THSP. However, training of these traditiona healers will be an important task in order to
make them powerful agents in community sengtization and mohbilization.

At the end of the study, the following recommendations were made:

- Toprovidetechnicd and logigtica support to the Didtrict in terms of supervisons

- Tointegrate the private fadilities in the information system, by giving them training and
formsfor data cepture.

- Todeveop atraining program for community actors depending on their needs and after
having done an andlysis of ther training needs.
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To include the private facilities in operationdizing vertica programs, particularly those
directed towards mother and child.

To improve sarvice ddivery: training in the syndromic management of ST, childhood
illnesses.

To increase demand by emphasizing community sengtization on underutilized services.
To provide logistical support for advanced strategies.

To define and put in place a package of activities related to the advanced Strategies.
To inditutiondize use of hedth information system.

To sengtize the hedlth saff on the use of certain datalin monitoring service qudity.

To follow-up at the nationd leve the adaptation of the dgorithms

To sengtize hedlth workers on the availability and use of reference guides to implement
nationa hedlth policies.

To monitor the correct use of agorithms.

To monitor drug procurement at the district depositary

To enhance supervison of drug inventory, especialy for the essentid products.

To set up cold chain at those facilities where it is currently lacking and procure
thermometers to ensure its proper functioning.

To monitor quality control of vaccines.

To define a kit of essential materid for child surviva and procure the supplies for the
kit.

To revitdize the community heath committees.

To apply the recommendations contained in the hedth worker guide asit relatesto cost
recovery.

To encourage the community hedth committees to mobilize financid resourcesto
support maternd and child hedlth programs.

To organize aworkshop with the traditiona healers on best practices in materna and
child hedth.
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ACRONYMS
ANC Antenata Consultation
ARI Acute Respiratory Infection
CHA Community Hedth Agent
CIMCI Community-Based Integrated Management of
Childhood IlInesses
EPI Expanded Programme on Immunization
HMIS Hedth Management Information System
IMCI Integrated Management of Childhood Ilinesses
IEC Information, Education, Communication
KPC Knowledge, Practice and Coverage
MOH Minigry of Hedth
NGO Nongovernmental Organization
ORT Ora Rehydration Therapy
STI Sexudly Tranamitted Infection
TBA Traditiond Birth Attendant
THSP Tambacounda Hedthy Start Program

TT Tetanus Toxoid
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1. CONTEXT, JUSTIFICATION, AND OBJECTIVESOF THE ASSESSMENT
The hedth didrict of Tambacounda occupies a surface of 20,328 kms2 for a population of 267,543
kms2. It is characterized by its dispersed population and geographic isolation, which poses a
problem in accessng hedth services Maternd and child mortdity rates are among the highest in
the country (720/100,000 live births and 181/1000 live births, respectively).
Hedth facilitiesinclude:

- 1 hedlth center,

- 23 rurd hedth posts, and

- 4 urban health pods.
In the commune of Tambacounda there is a regiona hospita, 2 dispensaries and 2 private medica
offices.
The personnd of the hedlth didtrict is composed of two doctors, 4 midwives, 2 dentists, 34 nurses
and hedth agents, 12 hygiene agents and 130 community personnd. Of the 104 hedth huts, very
few ae actudly functiond. Tambacounda Hedthy Stat Program (THSP), initiated by
AFRICARE, will provide technica assgtance to the hedth sysem of Tambacounda. The present
evadudion, which is exdusvely focused on secondary leve hedth sarvices (hedth fadilities), haes
the following objectives.

- Toevduate thetraning of hedth personnd in the visited hedth facilities;

To assess the organization, operation and the supervision of the visted facilities;

To assessthe availability of maternd and newborn hedth services in the vigted fadilities.

To assess maternd and child health services utilization;

To assess the other activities of the hedlth facility personnd outside of the facility;

To asessthe quality of the data regigtration system in the visited facilities;

To assess the exigence/availability of |EC materids for maternd and child hedth;

To assess the drug management system;

To assess cold chain management;

To identify the exiding equipment, necessxy for effective implementation of child surviva

programs,

To describe the attitudes of the traditiona hedlers vis-a-vis materna and newborn hedth.

2. METHODOLOGY

Our study comprised 2 aspects.

1) A sami quantitative survey, using direct observation and an interview with the person in charge
of the hedth facility or his representative. Because of lack of manpower, charts supported by an
andyss of the ratios and absolute frequencies were preferred with the proportions. However the
rates and proportions were estimated for certain variables such as hedth services utilization or cost
recovery. The averages are given with the stlandard deviation

2) A quditative survey usng focus group discusson with members of the traditiond heders
association in Tambacounda

3. RESULTS,COMMENTSAND RECOMMENDATIONS

3.1. Health Facility Characteristics

On the whole, the evauation team visted 31 hedth fadlities (26 public hedth facilities 4 private
hedth fadilities; and 1 confessond hedth post). The maternd and newborn ward in Tambacounda
was classfied as apublic hedth fadility.

3.2 human Resour ces

The digtribution of health persond was follows:
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Figure 1: Distribution of personnel
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Continuous Training

Of the 115 people vidted a the hedth facilities the mgority were hedth agents, guards, or
handymen. As it reates to the provison of continuous training, only 63% of the interviewees dated
to have received some, by specifying the date. The raio of those having been trained or having
received refresher training to those not trained is 2.

The time passed between the last training and the date of the interview was 21 months with a
maximum of 138 months (11 years) and a minimum of 0. Some hedth workers were actudly
participating in a training a the time of the survey. We note tha the intermediate leve personnd
(nurses, midwives) benefit from more continuous training than the lower levd gaff in the didrict.
The support dtaff, however, is more implicated in the ddivery of care, but do not benefit from
continued training.
Recommendation:

- Todeveop atraining program for community health agents based on their needs;

- Andydsof training needs of community health agents.

3.3 Organization, Functionality and Supervision

Only deven of the 30 hedth faciliies had a cdendar of activities posted and 23 of the hedth
fadilities offered 24 hour services. Those facilities not offering 24 hours services were primarily
located in the commune of Tambacounda and the private facilities (private Catholic dispensary of
Medina Coura and the health center of SODEFITEX) (figure).

Figure 2: 24 Hour Services Offered
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In the 31 sructures there generdly exists a subgtitute in the case of absence of the nurse or midwife.
In generd, the community hedth agent cares for patients when the above mentioned are absent. In
cases where the facility |lacked a subgtitute, the reason given was lack of qualified personndl.

As it rdaes to supervison, the hedth fadlities ae generdly supervised by the Didrict Hedth
Team. This is expected as the hedth posts are part of the district. National standards dictate that
supervison should occur monthly by the Didrict. However, this standard is far from respected, as
mogt facilities had not received any supervisory vidts in more than a month. Only 2 of the 27

public hedlth facilities had received any supervisory vist in the last month.

Figure 3: Principal Activities During Supervisory Visits
25 21
>, 20 17
O 15
S 15
S
g 10 7
S
LL 5 >
O T T
Direct Data Verification of Support Repairs
Observation Collection Management  Supervision
Tools
Type of Activity

The last supervisory vidts caried out a the hedth posts were primarily for data collection. While
the goad of supervison should be to improve the qudity of the services provided by the hedth
workers and then to assess their performance, such support supervison was only done in 7 of the

last supervisory vidits.

Figure 4: Existence of Monthly
Report
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Five facilities have not submitted monthly reports. Paradoxicaly, 4 of the 5 were public hedlth
fadilities who should be submitting these reports for the updating of the Digtrict’s Hedlth
Management Information System. A waiting area was available to accommodate patientsin 18 of
the 31 facilities visited.

10
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Figure 5: Existence of Potable Water
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Potable water was avalable in 22 hedth facilities. In other words, in 3 faclities out of 10, the
patients did not have access to water for their personad needs (figure). Ord Rehydration is
recommended to manage serious dehydration in children within the context of IMCI. However,
only 4 hedth facilities had Ora Rehydration Units.

Twenty-saven stations have functioning and dlean' toilets/latrines.

Figure 6: Availability of Toilets/latrines
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On the 31 gations, hdf have maintenance personnel. However, congdering the smal sze of the
hedlth facilities that were visited (about 3-4 buildings maximum), the need for such personnd is not
as great.

The public hedth facilities function in accordance with MOH policies and Sandards. However,
there are problems with program implementation, lack of support supervison, and unavailability of
certain services such as ord rehydration.  Thereisaso alack of integration of the hedth
information from the private facilities in the hedth management information system.

Recommendations:
Traning in support supervison.
Provide logistic support to carry out supervisory duties
Integration of private hedth fadilitiesinto the Digtrict HMIS

3.4 Service Availability
The following table gives the average frequency of the servicesin the visited structures:

Table 1: average frequency of the routine services sought in aweek at the visited fadilities

Service Avg/W eek Std Deviation
Sick Child Consultation 6 1,76
ANC 4 2,83

! Subjective determination made by the evaluator.
11
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Child Spacing 5 2,85
Adult Consultation 6 1,41
Emergencies 6 1,64

We notice that in the mgority of the cases, sck child consultations are done daily, contrary to ANC
and reproductive hedth/child spacing conaultations.  The following figures give additiond detals

for each service.

Figure 7: Number of sick child
consultations per week
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Figure 8: Number of Immunization
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Sx fadlities reported that they have organized immunization sessons a least once a month.  Three
of the facilities have never organized such meetings of which only one was a public hedlth facility.

Included among the facilities, which have never organized antenatal care services, are the Catholic
private dispensary, Communa Hedth Pogt and the Hedth Pogts of Saré Guillé. These same hedth

facilities do not provide child spacing services ether.

Routine primary care services are done practicly every day ad most hedth facilities do conduct
hedith education & the hedlth facilities.

Asit rdates to service availability, we note that certain services are not available especidly for
maternal and child heslth (vaccinations, CPN, spacing of the births) in the private facilities or those
located in the commune. The digtrict must play its role of integrating the hedth policies and their
goplication of sandardson dl levels.

Recommendations

- Implication by the personsin charge of the Didtrict’s private facilities in the implementation
of materna and child health programs.

12
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3.5 Service Utilization

Table2: Primary Causefor consultationsfor children under fivein thelast month.

# of facilities| Min Max | Total % Monthly Std
Average Dev
Diarrhea 30 0 68 609 21% 20 19
ARI 29 0 102 636 22% 22 25
Fever 29 0 108 1153 40% 40 28
Manutrition 30 0 50 179 6% 6 12
Other 29 0 40 326 11% 11 12
TOTAL 2903 100%

We notice that the fever conditutes the principd reason for frequentation of the hedth facilities,
followed by diarrheaand ARI.

Table 3: Utilization of Health Facilitiesfor Reproductive Health Servicesin the Last Month.

# of facilities| Minimum | Maximum | Total % Monthly Std
Average Dev
ANC 30 0 136 1378 | 59% 46 35
Child
Spacing 30 0 210 691 | 30% 23 43
STI 29 0 27 259 | 11% 9 8
TOTAL 2328 | 100%

The services are most used for cases of fever. Services for key illnesses (malnutrition, the diarrhed
discases, ARI) are underutilized. Among al reproductive hedth services, ANC is mogt utilized.
STl services are not well-utilized. Underutilization of the services mentioned is certainly connected
to wesk service avalability, particularly as regards manutrition. It can aso be connected to a
defect of sengtizing.
- To improve savice ddivery: traning in syndromic management of STI, IMCI,
equipment ;

- Toincrease demand by emphasizing |EC messages.

3.6 Advanced Strategies

The hedlth team leaves the post on average 1.4 +0.8 times per week to go into the communities to
offer hedth sarvices These drategies are mainly directed towards childhood immunization and
immunization of pregnant women (TT). Educationd activities ae generdly caried out in the
context of hedth facility’s advanced drategies Two hedth facilities have never participated in
advanced drategies (materna and newborn ward in Tambacounda and the confessona hedth
facility); One (1) hedth post sated that they conduct these sessons once a month. Nine of the
vidts have been made by the nurse; 7 by the hedth agent; 4 by the midwife; and 3 by the matron
(heed of hedth hut). None of the doctors in the vidsted hedth facilities participate in these
activities.  The following graphs show the frequency of hedth education and Vitamin A digtribution
during the conduct of the advanced Strategies.

13
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Figure 10: Vit. A Distribution during
Advanced Strategies
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Vitamin A is not generaly distributed during the advanced drategies. On the other hand, hedlth
education congtitutes a principa activity of the advanced strategies.

Figure 11. Health Education During
Advanced Strategies
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The advanced drategies are essential in a zone like Tambacounda due to the disperson of the
population and the geographic isolation of certain areas. Since Vitamin A didribution is a tracer of
child survivd activities, the rddive lack of didribution a the community levd conditute a
weskness for child survivd activitiesasawhole.

Recommendations:
- Providelogigtica support for conduct of advanced strategies
- Define a packege of activities for child survival rdaed to the

advanced dtrategies.

3.7 Data Registers

The regiders for antenatal consultations exist generdly in 24 of the fadlities which offer these
savices.  EP regigers were available in 27 of the facilities. However, mogt of the facilities in Saré
Guillé and Koussanar were completely out of stock of data management tools.

As it relates to the information collected in the registers, follow-up appointments are rarely reported
on even though it is part of the hedth management information system.

14
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Figure 12: Information Contained in Registers
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On the hedth record of the mother, Vitamin A supplementation after birth is ssldom mentioned.
This does not certanly reflect the qudity of the data but smply the weskness of vitamin A
coverage after ddivery (see KPC) (figure).

Figure 13: Information Contained in
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The HMIS forms exig in the public hedth facilities. The information reported on corresponds with
the monthly reports of the zone. Certain data, however useful in the caculation of coverage rates,

do not appear (ex: follow-up appointments).

Recommendations:
- Increase utilization of the HMIS forms for dl the savices

provided
- Sendtize the hedth workers on the utility of certan daa for
monitoring service qudity

3.8 Norms and Protocols

The hedth posts guide a reference guide published by the MOH to facilitate implementation of
hedlth programs at the peripheral hedlth fadilities. Thereisalot of information in the guide
including informeation on the rights and obligations of the hedth workers in the execution of these
programs. This guide was seldom present and available in the hedth facilities. Only 14 hedth
facilities had the guide and were able to produce it during the interviews.

15
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The dgorithms or process charts are decison trees intended to rationdize the care a the digtrict
levd. They dat with the Sgns or symptoms most frequently encountered in the country: diarrheg,
fever, and cough. These dgorithms are gathered in a booklet that the MOH has given to dl hedth
facilities. Out of 31 fadllities, this booklet was found in only 20. The document setting the
standards and protocols for reproductive hedth was only available in 20 of the facilities.

Recommendations:

- Follow up a the nationd level the adaptation of these dgorithms ;

- Sengtize the hedth workers about ther avalability and the use of the reference documents
(Hedth Worker Guide and Reproductive Hedth Protocols) for implementation of hedth
programs according to national norms and protocols ;

- Ensuretha the dgorithms are being correctly used during support supervison vigts.

3.91EC Materials

|EC materidsinclude posters, brochures, and visud aides. However not many |IEC materids were
found for those programs that most benefit child surviva including exclusive breestfeeding, ord
rehydration therapy, Vitamin A supplementation and iodized sdt and the fight againgt

Figure 14: Type of IEC Materials Avail. at
Health Center
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3.10 Medicine and pharmaceuticals

The drug stock regigter is intended to check the physical state of the drugs on a continuous basis. It
isgenerdly avalablein 21 of the 31 vidgted hedth facilities

However, the mgority of the facilities (17) reported drug stock outs in the 30 days preceding the
survey. The following table gives the frequency of the stock outs by product, for the products
having actudly known a rupture. The problems mentioned to explain the out-of-stock conditions
were:  rupture on the level of the depost of didrict, trangportation difficulties and in one case the
interviewee was unable to remember the reason.

16
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Table 4: Products that have experienced stock out in the 30 days preceding survey.

PRODUCT

# of health facilities
affected

Condoms

M ebendazole

Penidillinein

Dépo provéra

Métronidazole

Amoxidlline cp

BCG

Cotrimoxazole

Chloroquine cp

Iron

Meadesvaccine

ORS

Diazepam cp

Erythromycine cp

Ocytocinein

Vitamin A

Sulfadoxine pirimethamine

olo|o|a|s|ANNN[N[N[NFR[F R R -

Drug stock outs are frequent for essentiad products such as vitamin A, SP, ORS, chloroquine,
cotrimoxazole, etc. The primary reason cited for these stock outs was bad management.

Recommendations:

Look after the procurement mechanism at the district depositary

Enhance supervison for drug management

3.11 Cold Chain, Materialsfor vaccinations

We generaly notice that the cold chain exists (refrigerators, doors vaccines, boxes isothermd) but

the monitoring of the cold chain has been inadequate: thermometers absent or temperature not taken

(figure).

17
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Figure 15: Cold Chain and materials
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Recommendations
Provide cold chain to facilitieswhereiit is lacking
Supplement the cold chain with thermometers
Increase supervison over the quaity control of vaccines

3.12 Equipment

One notes a marked deficiency of certain essentid equipment for effective implementation of child
aurvival programs. Sdlter scales, utengilsfor ORT.

Figure 16: Availability of Equipment
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Recommendations:

- Define akit with essentid materiasfor child survival.

- Procure the kits and provide them to the hedlth facilities.
3.13 Health Committee, Cost Recovery

18
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The community hedth committees exist according to the Council 98-118 orders, which organize
them around the hedth facilities. Ther exisgence is thus obligatory on the level of the public hedth
fadlities  The private hedth facilities do not have community hedth committees. A dmilar
Stuation exits as it relates to cost recovery. 27 of the facilities did have such a sysem in place. Five

did not.

Figure 17: Existence of Health
Committee
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Figure 18: Existence of Transparent
Pricing System
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It is the opinion of the evaluator that in most cases, the pricing system at the hedth facilities was not
trangparent. Prices are not fixed and fluctuate depending on the season and other factors.

According to decree 98-11, the hedth committees must be renewed every two years to reman
reguar. In the faciliies where the committees exid, they do not participate in planning the
activities of the hedth facility (figure) (15/25).

Figure 19: Existence of an Active Health
Committee
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The hedth committees were crested "to manage community participation in hedth programs'.
Concretdly, that means thar implication in planning, implementation, evauation of dl hedth
programs. The participation of these committees was considered to be non-exigent in 4 out of 10
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cases. As it raes to the receipts and expenditure of the facilities, the average cost recovery rae
(total expenditurefreceipts) is 148% + 83. One notes cost recovery rates of 422% (public hedlth
fecility of Hamddaye) and 83% (public hedth facility of Madéme Niani). The policy of cost
recovery, ams to ensure the viability of hedth services through progressve financing. However,
the listed rates are excessive even though the public hedth services should not be making a profit.

Recommendations:

- Revitdize non functioning hedth committees;

- To apply the recommendations contained in the health workers' guide with regard to pricing ;

- To encourage the health committees to mohilize the financid resources to support maternal and
child hedlth programs.

3.14 Traditional Medicine

3.14.1 Ingtitutional Capacity

The traditiond heders of Tambacounda are organized into an association called the Association of
Traditional Heders. This association was recognized by decree n° 99-04 on March 02, 1999, and
posseses a Satute and operating procedures. The association occupies a building where they hold
meetings. This has been accomplished with the support of the locad NGO PROMETRA. The
members of the association contribute 500 francs CFA on a monthly basis for basic operations. The
association is structured by department, each one headed by a president. The members meet twice a
month. The persons in charge for the association have visons of longer term development. They
wish to develop partnerships with traditiond heders in other areas including Ivory Coast and Benin.

The association is quite representative and includes dmogt al the traditiona healersin the region.

3.14.2 Per ception of the problems of maternal and newborn health

The traditiond heders have knowledge of the determinants of high maternd and child mortdity
rates in the region: «it's because of early marriages ", "the women neglect ANC and hide their
pregnancy & the beginning’. Neverthdess they aso dtribute some of the problems to a week
hedth infragtructure citing insufficient personnd and low technicd qudifications and surgeries
causng many materna deasths. The traditiond heders dso noted that certain changes in the way
women work during their pregnancy are needed: "Today, we recommend to the pregnant woman to
rest wheress before, the woman was going to the fields until she ddivered ».

3.14.2 Representation and I nterventions
According to traditiond birth attendants, the principa cause of materna morbidity and mortdity is
the "kund’, which is a disease condging of a "wound" in the interior of the bely of the pregnant
woman. The "kund' usudly appears by abundant periods or hemorrhaging. The kuna would aso
aopear by a "tumefaction" in the breests. The traditiond healers recommend the reintroduction of
practices including traditiond massage with shea butter in an effort to reduce materna morbidity.
However, the traditional hederghbirth atendants stated certain practices that they follow such as not
cutting the cord if they are close to a hedth facility or counsding the women to give ther children
colostrum. Some traditiona practices are considered more advanced than modern practices  "our
ancedtors did not wash the infant until the cord fel." Some other traditiona practices that were
mentioned included:

- gving goat’'s milk as the “toxxantd” which would make the child

srong

- Binding the umbilica cord with horse hair.
As it relates to the infant, the traditional hedlers ingsted on the close link which exigts between the
hedth of infant and that of the mother. Indeed, any disease of the mother would be transmitted by
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the mother who would become thus "unhedthy”. As it reates to diarrhes, they cited causes like bad
food or teething. They aso evoked other causes: bad wind, breast feeding while pregnant.

As it reates to ARI/pneumonia "dénn bu récc' (literdly loose chedt), the traditiona diagnoss is
made by measuring the distance between the shoulder and the brain which would be equd to the
thoracic diameter of the child. ARI exigs if the disance is less than the thoracic diameter. This
disease is trested through use of the traditiond massage, like by phytothergpy. The traditiond
heders recognized the ole of hygiene in preventing many childhood illnesses.  The traditiond
heders did not want to go into further detail of their trestment of certain childhood disesses ating
that they "had aready said too much”.

3.14.3 Reéationship with the Health System

The traditiond heders dated that they had good relations with the officid hedth system but tha
there is a lack of true collaboration. They are often invited to the seminars and other events
organized by the didrict, but are not implicated in the search for solutions to the hedth problems
uncovered. In addition, aside from the NGO PROMETRA, the traditional heders do not have any
sgnificant contact with any other NGO intervening in the area of hedlth.

The exigence of such an association that is both dynamic and well sructures is an asset for THSP.

There should however, be some training for them in order to make them powerful advocates for key
messages asit relates to materna and child hedlth.

Recommendations:
To organize a workshop in order to sendtize the traditiona healers on key practices related to
maternd and child hedth.

4. CONCLUSION

The stuationd andlysis of the secondary level hedlth facilities in Tambacounda alowed the
evauator to assess the functionality of these services and to make recommendations to THSP to
support the hedth care system. Asit relates to continuous training, more attention needs to be
given to lower leve hedlth personnel and community health workers (hedth agents, matrons and
traditiona birth attendants). Thereis need for more effective supervision of human resources and
anincrease in sarvices offered at the hedth facility. In particular, more attention should be given to
the integration of the private sector in materna and child hedth programs to achieve the hedth
objectives of the didtrict.
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